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EXPLORATION OF STAFF ATTITUDES, BELIEFS, AND EXPERIENCES
AARON MUTTILLO

ABSTRACT

There is optimism that the effects of childhood adversity can be mitigated through
trauma-informed care (TIC) practices in school settings. This study investigated a non
profit child-serving organization’s experience with implementing and sustaining TIC. At

both the organizational and individual level, factors exist that complicate the application

of TIC principles. This case study utilized a mixed methods approach to better
understand staff’s conceptualization of TIC, their attitudes concerning TIC, and their
experiences using TIC practices. After nearly a decade since TIC was first implemented,

the study found that staff continue to maintain favorable attitudes toward TIC while their

articulation of TIC practices varied. Secondly, the focus on staff wellness masks the
insufficient response from systems to support TIC. Finally, the study revealed that the

colorblindness of TIC results in the replication of control and exclusionary tactics. This
research adds to the literature as it amplified the voices of staff to reveal the benefits and
challenges of TIC.
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CHAPTER I

INTRODUCTION

Propelled by brain research and unfavorable outcome data for select groups of students,

there is a shift in education policies and practices related to how schools serve students
who have experienced trauma. In the United States, particularly in areas serving large

numbers of students from minority and low socio-economic status (SES) groups, many

schools struggle to educate students who find it difficult to conform to school behavioral
expectations. Historically, students who display inattentive, impulsive, or disruptive

behaviors are labeled insubordinate and are removed from the classroom or school.
Examination of suspension and expulsion data has revealed that some groups of students
are more likely to receive this punishment than others, notably male, African American,
poor, or disabled (Fabelo et al., 2011; Heilbrun, Cornell, & Lovegrove, 2015; Gregory,

Cornell, & Fan, 2011; Losen & Martinez, 2013; Noguera, 2003; Nolan, 2011). As

research about the pervasiveness of adverse childhood experiences mounts, there is
concern that schools are failing to accurately distinguish between conduct problems and
symptoms related to past traumas. For students who present with the latter, their
1

presentation is a manifestation of their experiences and an attempt to adapt to a world that

has been unpredictable or harmful. With advances in trauma research and a greater
understanding of the deleterious effects of adverse childhood experiences on the

developing brain, educators are now challenged to view student problem behaviors
through a different lens.
According to the Center for Disease and Control (2015), one in four children

experience some form of abuse or neglect in their lifetime. Children who experience
trauma incur changes to their brain functioning (Perry & Dopson, 2013). Neuroimaging

studies of people who have experienced trauma reveal that under stress, the higher brain
areas involved in executive functioning (e.g., planning for the future, anticipating the
consequences of one’s actions, managing impulses) become less active (Van Der Kolk,

2006). As these trauma-informed care (TIC) concepts are becoming more defined and
accessible, schools are working toward implementing practices that recognize and

respond to the pervasiveness of childhood trauma. The shift toward trauma sensitive

programming is evident in the Every Student Succeeds Act (2015), which outlines the

need for schools to provide engaging activities for all students and to increase emphasis
on relationship-building activities. This mandate is important, because just as adverse
experiences can impact a child’s developing brain, forming trusting relationships with

others has the potential to buffer a child from the effects of future adverse experiences
(Ludy-Dopson, Perry, & Gil, 2010). Maintaining students who have faced adverse
experiences in schools with trusting adults and addressing their needs through more

neurodevelopmentally sensitive programming could potentially be an alternative to

exclusionary practices.
2

Trauma-informed care is an organizational structure and treatment framework that

involves understanding, recognizing, and responding to the effects of all types of trauma.
Implicit in the definition of TIC is the expanded definition of trauma that goes beyond

singular and/or intense events and includes complex trauma. The term complex trauma is
used to describe exposure to multiple and/or chronic interpersonal traumatic experiences
(Kisiel, Fehrenbachm Small & Lyons, 2009). Organizations that are trauma-informed

not only understand the impact of trauma on individual lives, but also work toward

creating a culture that avoids further traumatization.
The term trauma-informed care (TIC) first originated at a Substance Abuse and

Mental Health Services Administration (SAMHSA) Dare to Vision conference in 1994.
The conference focused on how hospitals re-traumatize female trauma survivors by
inadvertently triggering memories of abuse (SAMHSA, 2014). In the book Creating
Sanctuary, Sandra Bloom writes about patients who came to psychiatric hospitals for
help, but instead were exposed to rigid rules, humiliating procedures, and inconsistent,

judgmental systems (Bloom, 1997). Through her experiences as a practicing psychiatrist,
Bloom contributed to the TIC literature by identifying principles that create a therapeutic
milieu designed to address the needs of adults who were traumatized as children. Since
the 1994 SAMHSA conference and the acceptance of more patient-centered psychiatric

units, TIC has expanded to include child welfare, juvenile justice, mental health,
developmental disabilities care, and schools.
Schools are a natural place to implement TIC as there are numerous opportunities

to address the impairments that students affected by trauma often possess. Two major
3

areas of focus for trauma-informed education are addressing dysregulated stress response
and repairing disrupted attachment capacities (Brunzell, Stokes, & Waters, 2015).
Through positive teacher-student relationships and infusion of emotionally regulating

activities, teachers can assist with addressing the complex needs of students who have

experienced trauma. With these possibilities caution is needed, because as the expansion
of TIC moves beyond the psychiatric unit in a hospital and into the education domain, the

issue of scale needs to be carefully examined. Hanson and Lang (2016) found that there
continues to be variability with the conceptualization of TIC and accompanying practices

among child-serving systems. Furthermore, the TIC movement is in its infancy stage and
there is a dearth of empirical evidence that program recommendations lead to positive
outcomes for staff or individuals receiving the care. As education leaders are rightfully

excited about the prospects of implementing TIC in their schools, there needs to be

recognition that front-line workers’ attitudes and understanding of TIC are prerequisites
for successful implementation. Additionally, both personal and system-wide support of

TIC practices need to be established to allow front-line workers to implement strategies
with fidelity.

Background of Problem

Any individual can experience trauma, but children are uniquely susceptible to
traumatic experiences. Young children’s ability to navigate their world successfully is
often directly tied to the resources and limitations of the adults in their lives. Besel van
der Kolk (1989) states that “traumatization occurs when both internal and external

resources are inadequate to cope with external threat” (p. 3). This increased vulnerability
for children means that they rely upon their caregivers and other adults in their lives to
4

access resources and navigate stressful events. When the supports for children who are
facing adversity are inadequate, there are frequently developmental consequences.

Schools are positioned well to support caregivers with meeting the needs of

children who have experienced adversity. In ideal circumstances, children with trauma
histories benefit from the positive milieu of school. Schools can offer children

opportunities to form trusting relationships with adults and provide an outlet for the
expression of uncomfortable feelings. Unfortunately, many children who have
experienced trauma display behaviors that are either misunderstood by educators or
require resources that are not always accessible. When educators fail to realize the
profound impact of trauma on the developing brain or are unable to respond adequately to

the child’s needs, seemingly good intentioned adults could potentially worsen the
outcomes for these children.

Children who experience trauma are routinely removed from instructional settings
due to symptoms related to their adverse experiences. Trauma symptoms often mirror

behaviors associated with disruptive behavior disorders, which place these children at
risk for exclusionary practices. Hypervigilance, hyperarousal, and restricted range of
affect are examples of trauma symptoms that are easily misdiagnosed as a defiance to

school rules. For some children, the symptoms related to their traumatic experiences
place them at risk for removal from the potentially healing environment of school. There

is consensus in the literature that children with emotional and behavioral problems are
more likely to be suspended from school than peers (Bowman-Perrott et al., 2013;

Sullivan, Klingbeil, & Van Norman, 2013; Zhang, Katsiyannis, & Herbst, 2004). Based

on data regarding out of home placements, children who have experienced trauma are at
5

substantial risk from being removed from school and community settings. Studies show

that 94% of children in juvenile justice settings have experienced trauma (Rosenberg et

al., 2014), while 92% of youth in residential and 77% in non-residential mental health

treatment have reported multiple traumatic events (NCTSN, 2011). When children and
adolescents are excluded from school settings, they are potentially placed on a path that

further isolates them from crucial developmental experiences that could help them

recover from adverse experiences.

Over the past 20 years, views on school discipline has evolved from a strictly
punitive approach to a more compassionate approach. Zero tolerance policies were
spurred on by the notion that removing the few trouble-makers was necessary so the

majority of students could learn in a safe and productive environment. The Gun-Free
Schools Act (1994) mandated all states that received federal education dollars to expel

students who possessed a firearm on school grounds for a minimum of one year. Over
time, some states broadened the definition to include any object used or attempted to be
used to cause bodily harm and expanded the scope to include events reasonably related to

school, which resulted in excessive punishments for minor offenses (Brand, 2015). The
zero tolerance policies in schools were intended to curb violence and maintain order, but
due to overuse and unequal application, some students became more vulnerable to

punishment than others. As evidence was mounting regarding the overuse and
disproportionate application of exclusionary tactics for students of color, low-income

students, and students with disabilities, as well as the overall ineffectiveness of such
tactics, the federal government addressed the matter. In 2014, the Obama Administration

released the Guiding Principles A Resource Guide for Improving School Climate and
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Discipline as an advisement to educators to create discipline policies that are
developmentally informed and grounded in research (U.S. Department of Education,

2014). This guidance document more closely aligned student discipline policies with the
principles of TIC, but this guidance also has attracted harsh criticism from conservative
think tanks. The Heritage Foundation and the Manhattan Institute have argued in favor of

rescinding Obama era discipline policy guidance. Max Eden, senior fellow at the

Manhattan Institute, challenges discipline policies that are designed to lower suspensions
citing results from select districts that these changes make students feel less safe and

lower academic scores (Eden, 2018). At this point, it is unclear whether the guidance
from the federal level on school discipline policies will continue to align with TIC. There

are indications that the current DeVos administration may reverse Obama era guidance

before its intended impact has taken root on historically vulnerable groups of students.

Statement of the Problem
There is compelling evidence that adverse childhood experiences have profound

impact on the developing brain (Anda et al., 2008; Felitti et al., 1998; Shonkoff et al.,

2012). TIC was born on out of the desire to recognize the impact of trauma and respond
in a thoughtful manner to the needs of individuals who have experienced trauma. Studies
have shown that TIC practices produce positive results in psychiatric settings (Azeem et
al., 2011; Boel-Studt, 2017), but it is less clear if TIC can produce the same positive
results on a larger scale, like a set of schools contained within an organization. There is

great optimism that the effects of childhood adversity can be mitigated through TIC
practices in school settings, but there is a gap in the research related to implementation at
the scale of a large organization.
7

As TIC increases in popularity, a more critical examination of staff working in a
TIC accredited organization needs to be conducted. There is general acceptance that

children who have experienced trauma should be treated and educated in ways that
acknowledge their experiences and avoids potential re-traumatization. What is perhaps

underestimated is that TIC can challenge strongly held beliefs about how adults should

interact with children. Trauma-informed practices require adults to level the power
differential between themselves and children who have experienced trauma and provide
opportunities for children to have voice and choice (SAMHSA six key principles). Prior
to putting TIC principles in practice, staff members must first have a willingness to

change or adjust their beliefs. Despite a series of professional development workshops

on TIC at a school, Anderson and Blitz (2015) found that a significant number of staff
couldn’t understand how adult behavior in the school contributes to students’ stress. The

study also revealed that most participants continued to believe that an aggressive tone is
necessary for effective discipline despite the incongruity with TIC. This study is an

indication of the challenges of implementing organizational change from a top-down

approach. As TIC moves from the macro to the micro level, the concepts are no longer
situated in a controlled setting and are now reaching the direct care staff members. The
challenge is that individuals who work directly with children who have experienced

trauma are being asked to assimilate TIC concepts into their existing belief systems. At

both the organizational and individual level, there are additional factors that complicate
the application of TIC principles that are only evident when theory moves to practice.

Purpose of the Study

8

The overall purpose was to study an organization’s experience with implementing

and sustaining TIC and to examine the local interpretation of TIC. This study utilized
two methods to study organizational experience. The first method was a scale created to

measure the extent to which a system and individual staff members within this particular

organization are trauma-informed. This instrument was designed to measure attitudes,
and it is scaled according to TIC principles. It provided important information about staff

members’ attitudes related to TIC, but did not fully capture the lived experience of staff
engaging in direct service with children within a particular setting. To achieve a more in

depth and contextual view of an organization’s experience with TIC, semi-structured
interviews were used to obtain staff’s perspectives about TIC that were shaped from both

professional and personal life experiences. The objective was to examine the TIC
attitudes and beliefs of direct care individuals who are in closest proximity to the people

who have experienced trauma and the experiences of these direct care individuals in
using this approach.

In many ways, TIC is a top-down initiative that originated from the federal level.

The genesis of TIC occurred within Substance Abuse and Mental Health Services
Administration (SAMHSA), which is an agency within the U.S. Department of Health
and Human Services that leads public health efforts to improve the behavioral health of

American citizens. The department’s emphasis on TIC has grown so strong that
SAMHSA created a separate branch to their department, The National Child Traumatic

Stress Network (NCTSN), to focus specifically on TIC. According to the SAMHSA
website, NCTSN was established to improve access to care, treatment, and services for

children and adolescents exposed to traumatic events. Relevant to the current study are
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NCTSN’s efforts to create and support trauma-informed schools. The NCTSN project

leaders believe that schools can serve as a support system for children who have
experienced trauma. NCTSN has developed tools and materials to assist education staff
to understand and respond to the needs of children who have experienced trauma.

Currently, many of these TIC resources and recommendations provided by NCTSN are
being implemented by organizations across the country. By conducting a close study of
the attitudes and lived experience of staff members as it relates to the principles of TIC as
outlined by NCTSN, this research elucidated the local interpretation of policy after it has

successively moved through different networks. A purpose of this study was to examine

how TIC policies from the federal level interact with an organization and front-line
actors.

Research Context
The research setting was a large, non-profit child-serving organization that
provides both community-based case management and day treatment services. The
organization was founded in 1971 on the foundational beliefs of Re-Education (Re-ED).
Nicholas Hobbs developed Re-ED in the 1960s in response to a request by the National

Institute for Mental Health to create a treatment approach that is highly accessible and
cost effective for children with severe emotional disturbance. Re-ED is a dynamic, child
centered approach that emphasizes the role of the child’s ecology in treatment. In The

Troubled and Troubling Child, Hobbs’ views on ecological strategies are captured with

the following,

The problem is to be discovered not in the child but in the transactions between
the child and the people who play crucial roles in his life. Intervention must involve the
10

ecosystem as a whole and cannot be confined to the functioning of the child alone, or

even to the child in the family. (Hobbs,1994, p. 24)
The essence of the Re-ED philosophy and the fact that it is an open paradigm that
encourages integration of new ideas naturally led organizational leaders to the TIC

movement in later years. Initially, the organization focused its work on training and

consultation to educators, but quickly expanded to additional services. The
organization’s programmatic philosophy of Re-ED was well received by the educators
and families alike, which led to expansion of services and the opening of day treatment

centers. Following the passing of Public Law 94-142, which guaranteed free and

appropriate education for all children regardless of disability, the interest in the
organization’s services increased substantially. By the end of the 1970s, the organization

was operating five separate day treatment centers to meet the demand for services from
local school districts who were now mandated to provide special education to the area’s

most complex and behaviorally challenging students. The organization expanded and

contracted throughout the years as school funding and school district’s capacity to
provide appropriate education to students with severe emotional and behavioral problems
waxed and waned. Over the years, the organization has been recognized for exceptional

services and programming including the U.S. Department of Education identifying the

agency’s day treatment centers as one of the six model special education programs in the
country and the agency as an example of a model program for troubled students.

In 2009, the organization began the process of becoming accredited in TIC in an
effort to improve programming and integrate emerging best practices into their treatment
approach. Advances in neuroscience has validated many of Hobbs’s beliefs about
11

helping troubled children heal. The principles of Re-ED laid the groundwork for TIC as
evidenced by the ability to now provide empirical validation for each of his Re-ED

principles from current research on attachment, trauma, and neuroscience (Maikoetter,
2011). The impetus for becoming a TIC organization was the recognition that a large

percentage of the children and adolescents that received services experienced trauma

and/or were living with chronic stress. The organization selected the Sanctuary Model,
created by Sandra Bloom, to formally create a trauma-informed organizational structure.
Through a prescribed set of trainings, consultation, and technical support, the Sanctuary

staff worked with the organization to better recognize the effects of trauma and organize

system-wide interventions to address the effects of chronic stress and adversity. This
full-system approach to care, that involved all aspects of the organization and all staff
members, required three years to achieve full certification. To sustain the trauma-

informed culture within the organization, every new staff member receives nine hours of
direct instruction and one hour of self-study on TIC. The organization has maintained
fidelity to the Sanctuary Model as evidenced by achieving re-certification in 2015.

Currently, the organization provides integrated mental health and special
education services for approximately 520 students at 6 different day treatment centers.

The students attending the day treatment centers are children and adolescents ages 5-22
who present with significant emotional and behavioral difficulties. The day treatment
centers meet all Department of Education mandates and provide 2.5 hours of mental

health services during select times of the school day. Approximately 85 students attend
each day treatment center throughout the year although the census varies based on

demand for services. The sizes and geographical locations of the centers vary, with one
12

center located within a large Midwestern urban environment, four located in inner ring
suburbs, and one center located in a rural setting. The day treatment centers are staffed

with a full complement of mental health, special education, administrative, and support

staff to meet the complex needs of the students. The formal education, credentials, and

experience level varies greatly across the six sites. The staff to student ratio across the
six buildings is 1 staff per 1.6 student.

Research Questions
The complex phenomenon that occurs when TIC is implemented is best
understood with an approach that integrates both quantitative and qualitative data and
then draws interpretations based on the contributions of both sets of data to an in-depth
interpretation. Consistent with mixed-methods research, questions addressed both

quantitative and qualitative research methodology. For a mixed-methods study,
hypotheses are not typically used (Creswell, 2014). Hypotheses are used to make

predictions prior to conducting quantitative research. For this study, it was not useful to
make hypotheses about potential relationships between the results of an objective scale

and predictor variables, because the qualitative and quantitative data were interpreted
separately. Following interpretation of results, qualitative and quantitative data were

compared to determine areas of convergence or divergence. Research hypotheses were
not of value to this case study, because the interest was in discovery rather than

confirmation. The research question was as follows:

Within a trauma-informed care (TIC) accredited organization, how do staff
conceptualize TIC, what are their attitudes concerning TIC, and what are their
experiences using TIC practices?
13

Theoretical Framework
An organization that implements TIC creates a new set of staff beliefs and
expectations, but this remains abstract until staff members are confronted with both
internal and external factors that are present in the context of the work. Organizational

research has identified two key characteristics of the way organizations operate that
includes an abstract idea (ostensive) and the actual performance of the idea

(performative) (Feldman & Pentland, 2003). The ostensive part of the routine is the
ideal, while the performative aspect is how the routine is practiced. When organizations
enact new routines, people can either maintain the ostensive aspect of the routine or

deviate from it based on external changes or reflexive self-monitoring. A survey on TIC

may measure the ostensive part of an organization’s routine, while an interview that
allows for rich description of a routine may capture the performative aspect.

Implementing and sustaining TIC involves changes at both the individual and

organizational levels. For TIC to be implemented successfully, individual staff members
must integrate new beliefs and practices and an organization must provide the necessary
supports and culture to enable this to happen. Feldman and Pentland’s view that internal
and external factors are involved in the operation of an organization is broadly related to
the work of Albert Bandura and John Dewey. Albert Bandura (1978) explains social

learning by stating that “man is neither driven by inner forces nor buffeted helplessly by
environmental influences” and “psychological functioning is best understood in terms of

a continuous reciprocal interaction between behavior and its controlling conditions” (p.
2). In Dewey’s seminal work Reconstruction in Philosophy (1957), he rejects the notion

of “the spectator theory of knowledge,” where information is received in a passive
14

manner and devoid of human interaction. Consistent with constructivists, Dewey
emphasizes the role of community, where knowledge is constructed through a

combination of cognitive and social processes. The current study embraced the belief
that new information, like TIC principles, is not wholly stored in an individual only to be
mechanically delivered in the form of TIC practices at a later time. Rather an integrative

process occurs that involves not only the uniqueness of the individual, but also their
social interactions and the environmental context.

Significance of the Study
This study added to the literature on TIC because it assessed a large

organization’s experience with adopting recommendations from a federal agency across
levels of care within the organization. The primary audience for the study’s findings is

organizational leaders and professionals interested in adopting a TIC model. At a time
when consensus is growing that organizations should be trauma-informed, it was critical

to consider how an organization moved from principles to practice and what that looked

like in terms of the attitudes and lived experiences of staff. This study measured the

extent to which the system and individual staff members are trauma-informed within a

TIC accredited organization. Also, the study captured front-line providers’
conceptualization of TIC and their experiences with TIC, which may inform future
professional development training content and objectives. Finally, this study is

significant because the data collected can help guide schools and organizations in their

efforts to develop a comprehensive implementation and sustainability plan for TIC.
This research presents a valuable contribution to the TIC field due to the size of
the organization, variability in staff characteristics, and the unique contexts that exist
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within the organization. As SAMHSA encourages the implementation of TIC in schools

it was essential to examine an organization that operates a set of trauma-informed
schools. The current case study offered a potential path for current or future TIC
agencies to use data to make decisions related to their staff.

Limitations
The most significant limitations with the study are related to the setting, both in

its singularity and in its uniqueness. Six sites were included in the study, and all of these
sites were part of one organization. Additionally, a day treatment environment maintains
substantially more resources and supports than a typical school setting, which may

impact transferability of results to more typical school settings. An additional limitation

was in my role as researcher and as Clinical Services Director within the organization.
This is discussed further in the subjectivity section of Chapter III.
Summary

Despite growing popularity in the fields of education and mental health, TIC
continues to be a nebulous set of practices. Currently, there is little debate about the

negative impact that adverse experiences have on the developing brain, but the

appropriate course of action to treat and educate affected individuals is less established.
TIC principles offer a promising approach, though they do not provide a prescribed set of
practices. This allows for flexibility with implementation that respects individual and

organizational differences, but also makes it prone to variable definitions of TIC among
diverse groups of staff and makes it difficult to ensure fidelity with practices.
Furthermore, exposing professionals to TIC principles may not necessarily result in

lasting changes to staff beliefs and practices. Implementing and sustaining TIC is
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incumbent on numerous variables including the structure and context of the setting,
system-wide support, and alignment with previous education and training. The school

setting has been targeted as a natural place to implement TIC, but further exploration was
needed to determine how subjectivity impacts the performative aspects of TIC routines.

The current study focused on a holistic description of a bounded system to guide future

theory building on TIC implementation and sustainability.
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CHAPTER II

LITERATURE REVIEW

Introduction
This chapter provides a review of studies relevant to trauma-informed care (TIC)
theory and practice. Information about the prevalence of adverse experiences that

children face in the United States provides insight into why TIC was initially created and
why it has grown in popularity. Furthermore, the impact of trauma on the developing

brain not only offers the impetus to respond to this critical need, but also serves as a

guide for professionals interested in addressing the effects of trauma on individuals.
Describing the effects of trauma on the brain and connecting these neurological changes
to observable behaviors enable practitioners to accurately diagnose problems and respond

appropriately. Consistent with the context of the current study, school-based

interventions that are neurologically sensitive to students that have faced adverse
experiences will be explored. Additionally, a brief overview of discipline policies that

appear to counter TIC principles is provided to illustrate how systems established to keep
students safe can inadvertently re-traumatize them.
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As developed by the Substance Abuse and Mental Health Services Administration
(SAMHSA), the Concept of Trauma and Guidance for a Trauma Informed Approach

(2014) includes a simple mnemonic device that was created to assist with communicating
the central concepts of trauma and TIC. The device is the use of the four R's, or Key

Assumptions in a Trauma Informed Approach - Realization, Recognize, Respond, and

Resist Re-traumatization. This captures the important aspects of TIC, and it reflects key
dimensions of the literature. Due to the applicability to the current study, the four R’s

will serve to provide structure and coherence to the literature review. Each “R” word
serves as subheadings and will focus the reader on a different set of concepts connected

to TIC.
As TIC has grown in popularity, there has been an increase in research studies on

the effectiveness of the approach. Because SAMHSA did not provide a prescribed set of

TIC practices and interventions, research has focused on a range of areas from
effectiveness of professional development training to reduction in trauma symptoms for
clients in treatment. Often times, the TIC studies measure changes in knowledge

following professional development sessions with the assumption that increase

recognition of the impact of trauma will change professional behaviors. Additionally,

much of the research on TIC that measures change to a select variable are retrospective
studies due to the ethical challenges of including a control group during an organization’s

TIC initiative. Finally, the introduction of TIC into an organization frequently involves a
multi-pronged approach with changes to policies, professional development, staff
support, and client interventions all occurring simultaneously.
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This chapter presents a sample of studies that illustrate the rapid growth of the

TIC movement. A selection of studies will be reviewed to highlight the variability in
approaches when implementing TIC. Particular attention was given to studies that

occurred within the context of schools as these are most relevant to the current study and
offered guidance regarding areas to focus a case study research approach. Research

studies that offered empirical evidence to support practices was prioritized. This chapter
also identified limitations of studies and potential areas for further research in the field.

Realizing the Phenomena of Traumatization
Prior to reviewing the literature on the widespread impact of trauma and potential

paths for recovery, it is necessary to establish a standard definition of trauma. According
to the SAMHSA:

Individual trauma results from an event, series of events, or set of circumstances
that is experienced by an individual as physically or emotionally harmful or life

threatening and that has lasting adverse effects on the individual’s functioning and

mental, physical, social, emotional, or spiritual well-being. (SAMHSA, 2014, p. 7)
This framework for understanding trauma was developed by a working group of national
trauma experts who were convened by SAMHSA in 2014. The group consisted of

practitioners, researchers, and policymakers, who all had completed extensive work in
this area. In addition, individual trauma survivors and their family members contributed

to this definition by offering their perspective regarding what happened to them and the
effects of their traumatic experiences. This collaboration between researchers and

individuals affected by trauma resulted in an important distinction of SAMHSA’s
definition of trauma that places the cause of trauma in the environment as opposed to
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some defect in the individual. This aspect of the definition is what underlies the basic

credo of trauma-informed approaches, namely that “It’s not what’s wrong with you, but
what happened to you.” In the following sections, effort will be made to maintain
attention on the external factors that potentially create traumatizing experiences.
The list of potentially traumatizing events or circumstances has increased in

recent years as have advances in trauma research. With the advent of sophisticated brain
scans like functional magnetic resonance imaging (fMRI), an individual’s report of
adverse experiences can now be supported with pictures of affected brain areas. As the
empirical evidence related to the effects of adverse experiences grows, practitioners have

developed more comprehensive assessments and inventories to document adversity.
Although people respond to traumatic events differently, with some only experiencing

negligible negative effects, the impact of traumatic stress has the potential to be

debilitating. When an individual experiences trauma they are rendered helpless by an

overwhelming force and their sense of control, connection, or meaning is disrupted
(Herman, 1992). The need to create systems that support individuals to overcome trauma

is based on the pervasiveness of traumatic events in the United States and the view that it
is impossible to predict with certainty which individuals will experience an event as

traumatizing, while others remain unscathed.

A review of potentially traumatic experiences provides perspective regarding the
scope of this health crisis. According to the Center for Disease and Control (2015), one

in four children experience some form of abuse or neglect in their lifetime. For the
federal fiscal year of 2015, the National Child Abuse and Neglect Data System
(NCANDS) reported that the victim rate of confirmed abuse and neglect was 9.2 per
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1000 children (De Bellis, 2015). These two studies likely focused on widely accepted
types of trauma (e.g., physical abuse, sexual abuse, or neglect), but in addition to single

violent events, chronic stressors such as living with a drug addicted parent or within a
community plagued by gun violence can accumulate to cause trauma (Perry, 2001). As
the data related to these potentially traumatizing experiences is included, the scope of the
problem increases exponentially. A national sample of children were assessed of their

exposure to violence through phone interviews with caregivers and youth (n = 4503).

The results of the interviews indicated that 22% of individuals have witnessed family or
community violence (Finkelhor, Turner, Shattuck, & Hamby, 2013). Additionally,

children and adolescents living in poverty are faced with ongoing stressors that often
begin at gestation and continue throughout their lifetime. Chronic stressors like poverty
and community violence do not always result in trauma, because not every person
experiences the same events as traumatic, but they do likely require resources to combat

the stress. Traumatization occurs when both internal and external resources are
inadequate to cope with an external threat (Van der Kolk, 1989). As epidemiological

studies provide a more accurate list of potentially traumatizing events, it is a reminder for
professionals to remain curious about past experiences of individuals seeking services

and the potential connection to current challenges.
The Adverse Childhood Experiences (ACE) study provided ample evidence of the
widespread impact of trauma and the connection between traumatic experiences and life
outcomes (Fellitti et al., 1998). The ACE study was one of the largest investigations into

the relationship between childhood trauma and health and functioning, and the study
greatly advanced the knowledge base on trauma research. One principal result of the
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study was that the definition of trauma was expanded to capture this phenomenon more
accurately. The ACE study was a collaboration between Kaiser Permanente and the
Center for Disease Control (CDC) that was designed to look at the long-term effects of

childhood adverse experiences. The participants in the study included 17,337 patients
undergoing routine physical exams during the time of 1995-1997. Of the 17,337
participants interviewed, 72% had attended college and 77% were white. Participants
were asked questions about 10 adverse childhood experiences including abuse, neglect,

and family dysfunction. Example of the questions include whether a parent or adult in
the household often engaged in behavior as in “Swear at you, insult you, put you down,

or humiliate you.. .or Act in a way that made you afraid that you might be physically
hurt?” or “Push, grab, slap, or throw something at you...
so hard that you had marks or

were injured?”(Fellitti et al., 1998).

Results of this straightforward questionnaire have helped to inspire the growth of
the TIC movement, because of the staggering rate of adversity that participants reported
and the relationship between childhood adversity and later life functioning. Results of

the study indicated that 25% of the participants were exposed to two categories of

adverse childhood experiences and 6% were exposed to four categories (Fellitti et al.,
1998). Additionally, 22% of the participants were sexually abused as children and 66%

of the female participants experienced abuse, violence, or family discord in childhood

(Fellitti et al., 1998). The most profound finding of the study was the strong relationships
between adverse childhood experiences and future health risk behaviors, mental illness,

social malfunction, disease, disability, and early death. The long-term impact of adverse
experiences is supported by data that individuals who experienced four or more adverse
23

experiences as a child had a 4- to 12-fold increase in poor self-rated health, smoking,

risky sexual behaviors, and sexually transmitted diseases (Fellitti et al., 1998). This
landmark study produced frequency data on childhood trauma that reaches epidemic
proportions and established a relationship between traumatic life experiences and overall

health that was impossible to ignore. In the twenty years since the publication of the
ACE study, hundreds of research studies have been published based on the study. The
ACE questionnaire has been used to assess, educate, and guide practitioners work with

individuals who have experienced trauma.
Since publication of the ACE study, additional studies have provided evidence
that not only do adverse experiences have consequences, but they can occur within a

family or due to system level dysfunction. Basic frequency data on child abuse and

neglect has been collected for years by government agencies like the CDC, but recently
researchers have focused their attention on the connections between adverse experiences

and specific brain functioning. For example, Hart and Rubia (2012) found that childhood
maltreatment led to changes in brain structure and functioning that are associated with

impairments in academic achievement, IQ, emotion processing, working memory,
attention, and response inhibition. The results of this study supported an earlier study
that found that children’s exposure to familial traumatic events (n = 110) is associated

with poorer performance on tasks that require executive functioning (e.g., working

memory, inhibition, auditory attention, and processing speed tasks) compared to peers,
F(2, 79) = 7.53, p = .001 (DePrince, Weinzierl, & Combs, 2009). Research also shows
that the adversity experienced in childhood can have lasting effects on functioning. A

longitudinal study of more than 30 years found that individuals who experienced abuse
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and neglect as children report more symptoms of depression, anxiety, and increased

impairment due to mental and physical health problems (Herrenkohl, Hong, Klika,
Herrenkohl, & Russo, 2013). As child maltreatment researchers look beyond the family

unit, there is growing evidence that where one lives impacts the likelihood that one will

experience trauma. Children growing up in an environment with numerous stressors not
only perform poorly on academic achievement assessments, but also experience

significantly more health risks in later life. Delaney-Black et al. (2002) found that
exposure to community violence was negatively correlated with IQ scores and

standardized reading performance (n = 299). Additionally, symptoms related to
childhood trauma, particularly major depression and posttraumatic stress, is enhanced for

individuals residing in neighborhoods with high levels of crime (Lowe et al., 2016). As
awareness regarding the pervasiveness of trauma grows, researchers are making
connections between neurological functioning and past adverse experiences. Research

has shown that the adversity that an individual experiences does not necessarily have to
occur within the family, but the consequences are often the same.
Regardless of the nature or location of an event that an individual experienced as
traumatic, the pathways for recovery often rely on others’ understanding of trauma and
the context in which adverse experiences are addressed. Fundamentally, it needs to be
understood that individuals who have experienced an event as traumatic will likely

exhibit difficulties with emotional and behavioral management or display impaired
relational functioning. When an event is experienced as traumatic, the impact on the

individual is all encompassing. Sandra Bloom writes that
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A traumatic experience impacts the entire person - the way we think, the way we

learn, the way we remember things, the way we feel about ourselves, the way we feel

about other people, and the way we make sense of the world. (Bloom, 1999, p. 1)
The traumatic experience often cannot be compartmentalized because an
individual who experiences trauma incurs changes to his or her brain functioning.
Neuroimaging studies of traumatized people reveal that under stress, the more complex

brain areas involved in executive functioning (e.g., planning for the future, anticipating
the consequences of one’s actions, managing impulses) become less active (Van Der
Kolk, 2006). Brain research should guide the efforts of persons, professional and lay, in

a position to support an individual who has experienced trauma. Potential paths for
recovery for individuals who have experienced trauma must be aligned with their brain

functioning. For example, trauma interventions that rely heavily on future planning and

anticipating consequences for behaviors often fail because of the demands on executive
functioning. Conversely, treatment efforts that match interventions to the brain region
involved with the identified problems that resulted from a traumatic experience have

proven to be more successful (Perry & Hambrick, 2008).
As more people begin to realize the widespread nature of trauma and engage in

efforts to mitigate the effects of trauma on others, there needs to be an understanding that
they could put themselves at risk. While most people benefit personally and

therapeutically from their work with individuals who have experienced trauma, some

people are affected negatively. Professionals who work with individuals who have
experienced trauma have a strong sense of empathy, which over time can result in
indirect trauma. Vicarious trauma is the cumulative transformative effect on someone
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who works with survivors of traumatic life events, both positive and negative (Saakvitne,
Pearlman, & Abrahamson, 1996). Finklestein, Stein, Greene, Bronstein, and Solomon

(2015) found that vicarious trauma was predicted for mental health professionals working
in communities with high levels of trauma based on years of education, professional
experience, subjective exposure, professional support, and professional self-efficacy.

This study provides evidence that one’s professional role, context of work, and available

supervision function to influence the impact of working with individuals who have
experienced trauma. These findings were supported in a qualitative study that
interviewed mental health providers working at torture treatment centers. The
participants (n = 12) reported that they experienced vicarious trauma symptoms

connected with specific clients and situations, but also reported that clinical aspects of the
work, supervision, training, collegiality, and positive outcomes of clients were a source of

positive impact (Hernandez-Wolfe, Killian, Engstrom, & Gangsei, 2015). These two

studies demonstrate that traumatization is a powerful phenomenon that can influence both
the person in need and the helper.

An area that needs further exploration in the field of TIC the continued effects of

institutional and systemic racism. Additionally, the historical trauma endured by

minority groups, particularly African American and Native Americans, is also not fully
addressed. The displacement and genocide of Native people and the enslavement of
African people do not simply mark a moment in American history, instead this trauma

passes to each successive generation. One of the challenges with clearly articulating the
significance of historical trauma is the conflation with current acts of racism by

institutions, systems, and individuals. NCTSN states that institutional racism associated
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with unresolved historical trauma of slavery has not yet been adequately addressed by

child trauma care (NCSTN, 2016). When searching TIC literature, there is limited
attention to institutional and systemic racism as a cause of trauma. Following a review of
the NCTSN website, which is a division of SAMHSA, it was found that racism isn’t even

listed as a type of trauma and African Americans are not listed under the populations at

risk. Despite this lack of focus on racial inequality in the TIC literature, it is important to
report information that helps the reader to realize the potential for traumatization among
individuals in select minority groups. As a starting point, there is a significant gap in

household wealth based on race. The median annual household income for white
families is $100,065 compared to $17,318 for Hispanics, and $16,997 for black families

(Fontenot, Semega, & Kollar, 2018). Enduring poverty for families impacts both quality
of life and opportunity. One in four black and Native Americans are poor and one in five

Hispanics live in poverty. For comparison, only 10% of whites live in poverty (Hout,
2017). An indicator of future generational wealth is home ownership. The statistics

indicate that wealth trends are unlikely to change in the near future since white home
ownership is 71%, while Hispanic is 45% and Black is 41% (Hout, 2017). The data

related to these inequities that exist with household income is directly related to systemic
racism. Evidence of racism is also present within the criminal justice system. African

Americans are incarcerated at nearly six times the rate of whites with 2.3% of the total

population of African Americans currently in prison (Mauer & King, 2007). Of the total

male prison population, 37% is black (Kaeble, Glaze, Tsoutis, & Minton, 2016). The
stress from the institutional and systemic racism cited becomes evident when indicators
of health are examined. One of the most jarring statistics related to racial inequality is
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that African Americans have 2.2 times the infant mortality rate compared to non

Hispanic whites (Murphy, Xu, Kochanek, & Arias, 2018). This data suggests that the
racial inequities in health, wealth, criminal justice, and housing have consequences. As a

central aspect of TIC is realizing potentially traumatizing events and circumstances, it is

clear that more work is needed with identifying systems that are fraught with racism.
Recovery from a traumatic experience is often related to the context in which
treatment and support is delivered. For a program or community to support healing from

a traumatic experience, system-wide changes are often required. Although the process of
becoming trauma-informed often involves addressing intractable social issues, like

prejudice and racism, the first step is a basic realization about trauma and an
understanding how trauma affects individuals and groups of people.

Recognizing Nonconforming Behaviors as Possible Manifestations of Trauma
To effectively help individuals presenting with emotional and behavioral

difficulties, screening and assessment tools need to be used consistently to recognize the

signs and symptoms of trauma in clients, families, and staff. To accurately diagnose a set

of problems, professionals need to inquire about an individuals’ past experiences

because, in isolation, the sequalae of trauma (e.g., hypervigilance, mood instability,
impulsivity) is indistinguishable from other disorders. Obtaining historical information

about an individual from screening tools such as the Adverse Childhood Experiences
Questionnaire is of paramount importance to make this distinction. Relevant to the
current study, obtaining accurate information about a child’s adverse experiences is often
difficult due to their reliance on their caregivers to communicate information, often
sensitive in nature, about the family. Because of these challenges, professionals may
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receive an incomplete history. Therefore, in addition to screening tools and

questionnaires, a basic understanding of brain development and functioning allows
professionals to have a more informed view of a child in need.

Children who have experienced adversity and toxic stress often present with
complex profiles, which can lead professionals to incorrectly diagnose problems.

Individuals who have experienced developmental trauma are at risk for additional trauma
exposure because their impairments are not captured cleanly in a single mental health

diagnosis, which leads providers to apply treatment approaches that are often not helpful
(Van der Kolk, 2017). The use of formal assessments may help with assessing an
individual’s needs and accurately diagnosing Posttraumatic Stress Disorder (PTSD).

Two common assessments used to assess posttraumatic stress disorder are the Young
Child PTSD Checklist (YCPC; Scheeringa, 2010) and the UCLA Posttraumatic Stress

Disorder Reaction Index (UCLA PTSD-RI; Pynoos, Rodriquez, Steinberg, Stuber, &
Frederick, 1998). The YCPC is a scale for caregivers to complete regarding their child’s

experience with traumatic events, trauma symptoms, and functional impairment. There
are 24 total items with 19 items specifically evaluating DSM-IV PTSD symptoms. The

sum score is based on the caregiver’s ratings on each item. A cutoff score informs the

clinician if a PTSD diagnosis is “probable”. The PTSD-RI is a 48-item semi-structured
interview that assesses a child’s (aged 7-18) exposure to 26 types of traumatic events and

DSM-IV PTSD diagnostic criteria. These two assessments can assist a clinician with
accurately diagnosing an individual with PTSD, but their utility is incumbent upon the

informant being aware and comfortable enough with reporting sensitive information.
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Due to the limitations of the Diagnostic and Statistical Manual, Fifth Addition
(DSM 5) as it relates to complex developmental trauma, many children and adolescents
that have experienced chronic trauma do not meet criteria for the diagnosis of

posttraumatic stress disorder. As a diagnosis helps to guide treatment and prioritize
interventions, an incorrect or inadequate diagnostic profile can lead practitioners to label

an individual’s symptoms differently. As it relates to adverse experiences, many

individuals lack perspective about how their past compares with others so there is a
tendency to under report when they are asked open-ended questions. For professionals in

a child serving setting, it is helpful to use screeners to obtain information about a child’s
experiences. The Center for Youth Wellness Adverse Childhood Experiences

Questionnaire (CYW ACE-Q) was created to easily and efficiently obtain important
information about an individual’s past experiences (Purewal et al., 2016). This tool was
based on the instrument that Vincent Felitti and Robert Anda used in the ACE study, but

instead of collecting information on specific experiences this tool asks for the total
number of experiences. The CYW ACE-Q was designed for use in pediatric and family

medicine settings to offer early screening for patients who may be at increased risk for
mental health and behavioral problems, but can be used in other settings. The ACE-Q is
available in a children, adolescent, or self-report versions and has 17-19 items.

Following the screening, the assessor follows a standard procedure for reviewing the

results and depending on the results makes recommendation for services. Another
assessment tool created to gain information about a child’s experiences is the Trauma
Symptom Checklist for Children (TSCC). The TSCC is psychometrically sound and has

been used to successfully discriminate a group of abused children from a sample of
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children who were not abused (Sadowski & Friedrich, 2000). Analyses indicates that the
subscales are reliable and intercorrelated and were correlated significantly with
independent measures. This assessment is more comprehensive (54 items) than the ACE-

Q, which requires the willingness of the individual to engage in the process. Both the
ACE-Q and the TSCC were designed to collect information about an individual’s past
experiences, which is necessary when trying to diagnose trauma. Additionally, one must

understand the connections between experiences, brain functioning, and current
behaviors to adequately recognize the role trauma is playing in an individual’s life.

Learning about the effects of trauma on brain development helps professionals
have a deeper understanding of a child’s social, emotional, and behavioral functioning
and leads them to select appropriate screenings, diagnosis, and interventions. The
fundamental belief espoused by trauma expert and Senior Fellow at Child Trauma

Academy, Bruce Perry, is that experience, not genetics, leads to changes in an
individual’s functioning. The impact of violence on the developing child’s brain is

related to the type of violence, pattern of violence, age of the child, and presence or
absence of support adult caregivers (Perry, 1997). Due to the challenges of obtaining a
detailed history about a child’s past experiences, current functioning needs to be
examined in relation to potential brain dysfunction caused by adversity.

Bruce Perry provides a useful and simple model of brain development that in

concert with verbal reports allows for a more accurate identification of past adverse

experiences. Perry’s view of the human brain is that it is organized in a hierarchical
fashion, from lower and simple regions (brainstem) to higher and more complex (cortex)

(Perry, 1997). Most people develop in a predictable manner and achieve developmental
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milestones within a similar time period as their same-aged peers. When an individual

presents in a manner that is inconsistent with their developmental age, increased attention

is given to the individual to determine cause. Based on the prevalence of trauma, it is
necessary to consider the role of adverse experiences when individuals are presenting

with these behaviors and there is no known medical explanation. Furthermore, the

sequence of brain organization is important as many adverse childhood experiences occur
prior to the cortex fully developing. This means that the problems that arise from early

trauma are typically sensory, regulatory, or relational in nature. This general information

about brain development assists with recognizing the signs and symptoms of trauma.
Due to the fact that most critical structural organization of the brain occurs in
childhood, exposure to violence and disrupted or absent opportunities for healthy

relationships will greatly impact an individual’s future functioning. Consider two
examples of how childhood trauma changes brain functioning that later manifests as
problem behaviors. For individuals that have experienced childhood neglect there is

decreased activity in the limbic area of the brain (DeBellis, 2005). Since the primary

function of the limbic system is to regulate emotional states, the decreased activity leads
to an increase in impulsive behaviors. For individuals who have experienced physical

abuse, the brain area most impacted is the brainstem. Because the primary function of
the brainstem is to regulate states of arousal and fear, the increase activity that occurs
during physical abuse leads to increases in hypervigilance and aggression. Consideration

must also be given to the type of adverse experience. The longer the duration and more
intense an adverse experience, the more likely there will be long-term functional changes

to the stress-response system (Ungar & Perry, 2012). For individuals who have endured
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long-term or intense trauma and have not received appropriate treatment, a persistent
state of fear could be the outcome as their neurological functioning has adapted to the
ongoing threats of harm.
In school environments, an individual’s past experiences are relevant to their

ability to develop a positive relationship with their teacher and maintain behaviors that
are aligned with rules and expectations. When there are adverse experiences during an

individual’s childhood, the results may be decreased performance in brain-mediated
functions such as humor, empathy, attachment, and affect regulation and an increase in

hyperactivity, anxiety, behavioral impulsivity, and sleep problems (Perry & Dopson,

2013). For an individual who has experienced neglect or an absence of nurturing
experiences, the resulting brain disorganization could manifest as attachment problems.

These attachment problems tend to correspond with a decrease in the value of other

human beings which can result in a propensity to act in an antisocial manner or engage in
destructive relationships.
The manifestation of antisocial behavior may be misunderstood in public spaces

and institutions. Unfortunately, as children who have experienced trauma grow older

their social and emotional skill deficits are often mislabeled by the school systems, which
frequently leads to punishment rather than opportunities for skill development. Some

children who have experienced trauma are in a constant hypervigilant state and are often
unable to attend to tasks that require complex cognitive activities, such is required in

school settings. When children grow up in a threatening environment, they often persist
in a “fight or flight” state (Perry, 1997). This adaptive aspect of humans becomes
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problematic as the hypersensitive child is unable to perceive threats in an accurate way.
Instead these children focus on non-verbal cues to maintain their safety and use an under

developed social response style that often takes the form of fighting. Without
recognizing that traumatic experiences led to these behavior problems, an educator may
utilize the wrong intervention.

Prior to providing interventions and services, professionals need to first accurately

recognize the signs and symptoms of trauma. Perry and Hambrick (2008) believe that an
individual’s potential is directly related to the balance of developmental opportunities and
challenges that they’ve experienced in their lives. Understanding the convergence of a
large epidemiological study on childhood abuse with findings from the neuroscience field

has the potential to trigger a multidisciplinary approach to improving human well-being
(Anda et al., 2006). Carefully assessing current functioning and maintaining curiosity

about an individual’s past experiences will enable professionals to identify the signs of
trauma.

Research on Appropriate Responses to Trauma for Children and Youth
Substance Abuse and Mental Health Services Administration (SAMHSA)

recommends that organizations integrate knowledge about trauma into policies and apply
TIC principles to all areas of practice. SAMHSA doesn’t prescribe a set of practices and

procedures to implement TIC, but instead offers six principles of TIC. SAMHSA’s six

key principles to a TIC approach include: Safety; Trustworthiness and Transparency; Peer
Support; Collaboration and Mutuality; Empowerment, Voice, and Choice; and Cultural,

Historical, and Gender Issues (SAMHSA, 2014). These principles are noble and
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essential to creating an organizational culture, but lack specificity. Without an outline of
TIC practices, it is difficult to discuss issues related to implementation and evaluation.

Also, the context of the response to trauma is important. Due to the need to specify

practices and identify a context for responding to trauma, a series of recommendations
from Helping Traumatized Children Learn (Cole, Greenwald O'Brien, & Gadd, 2005)
will be discussed in this section. These recommendations are outlined in “The Flexible
Framework.” Cole et al. identify the following elements as areas that need to be viewed
through a trauma-sensitive lens: Schoolwide Infrastructure and Culture; Staff Training;

Linking with Mental Health Professionals; Academic Instruction for Traumatized
Children; Nonacademic Strategies; School Policies, Procedures, and Protocols. Since

much of the literature on TIC addresses these elements, the framework provided by Cole
et al. will be employed here to organize the review of relevant literature.
Schoolwide infrastructure and culture. School settings can serve as a safe
environment for individuals who have been impacted by trauma to achieve healthy

recovery. A fundamental step for an educational setting in responding to individuals

impacted by trauma is establishing infrastructure and culture consistent with trauma
research (Cole et al., 2005). The day to day interactions within an education setting
provide powerful opportunities for change, because these healing relationships provide

the child with new models of interaction with people (Wilcox, 2012). A TIC program

determines how information on trauma is integrated in the school community, including
prioritizing staff training, reviewing existing policies, conferencing of individual cases,

and making connections with community mental health providers (Cole et al., 2005).
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It is important for schools to create an infrastructure to support the
implementation of TIC. Using case study data, Nadeem, Jaycox, Kataoka, Langley, and
Stein (2011) identified key pre-implementation activities that impacted the success of a

school-based trauma intervention. Two sites that successfully implemented the Cognitive
Behavioral Intervention for Trauma in Schools (CBITS) were examined to elucidate

important implementation processes. Nadeem et al. (2011) found that establishment of
community partnerships, alignment with current educational policies, engagement of
stakeholders, and development of support systems were present in both of the sites that

successfully implemented CBITS. Both sites focused on optimizing school-level
implementation factors including providing education to staff about trauma and

addressing issues related to resources (Nadeem et al., 2011).
Staff training. Training staff is a critical step in creating a trauma-informed
school, because of the extensive time that these individuals spend with children. This

time allows educators opportunities to assess the needs of the students and tailor their
programming to address student needs. Staff training should address strengthening

relationships between children and adults, identifying and using outside supports, and
helping traumatized children modulate their emotions (Cole et al., 2005).

An awareness of the importance of the teacher-student relationship and techniques
to help students manage their behaviors could have a profound impact on the success of a

child who has experienced adversity. A relevant study found a relationship between a
teacher’s level of training and tolerance of classroom behaviors with student achievement
and behavioral outcomes. Professional development opportunities for teachers improved

student performance on tasks, decreased student symptoms of ADHD, and increased
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student perception of social acceptance (Sherman, Rasmussen, & Baydala, 2008). The
results of the study support the importance of the staff training element and provide
evidence that a change in staff behavior connects with positive change in disruptive

students.
Brown, Baker, and Wilcox (2012) provide evidence to support the value of staff

training on TIC. This study evaluated the effectiveness of using training to change the

knowledge, beliefs, and behaviors of staff. Participants (n=261) from five different sites

received 16-18 hours of trauma training using the curriculum Risking Connection (RC).
The RC curriculum provides a philosophy and framework for working with individuals
who have experienced trauma. Evaluation of the staff training found that there was an
increase in knowledge of RC and staff beliefs favorable to TIC (Brown et al., 2012). A

paired samples t-test on group means for all participants showed favorable change for

self-reported behaviors on the Staff Behavior in the Milieu measure from baseline (M =
3.37, SD = .50) to follow-up (M = 3.63, SD = .42), t(22) = -.15, p =.04. Although the

staff training in this study was more time intensive than other trainings, the positive
results support the used of professional development sessions to change staff’s

knowledge, beliefs, and behaviors regarding TIC.
Academic instruction for children who are traumatized. Creating a trauma-

informed classroom environment includes tailoring learning to a child’s interests,
establishing routines and providing positive responses, and maintaining classrooms that
are physically and psychologically safe (Cole et al., 2005). When new information is
presented in a safe and predictable manner attuned to the individual’s developmental

stage, then neurodevelopment will proceed (Perry & Pollard, 1998). One way to
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maintain routines and frequent positive responses to children is the use of positive
behavioral supports. Positive behavior support is a general term that refers to the

application of positive behavioral interventions and systems to achieve socially important

behavior change and create school environments that make problem behavior less
effective and make desired behavior more functional (Sugai et al., 2000). Tobin (2008)

found an association between the implementation of functional interventions known as
Positive Behavior Support systems and discipline referrals and staff perceptions. Results

indicated that schools with the individual support system reduced their office referral
rates for fighting and aggression, harassment, and out of school suspensions.

Nonacademic strategies. TIC practices are built on the belief that individuals
who have experienced trauma engage in hurtful behaviors because they do not have safe,

trustworthy attachments in which they can relax and learn new skills (Wilcox, 2012). For

students who have experienced trauma, nonacademic learning is just as important as
academic learning. Nonacademic strategies include building a healthy relationship in

which a child feels appreciated and safe and allows the child to become more open to
learning (Cole et al., 2005). Just as adverse experiences can impact a child’s developing
brain, forming trusting relationships with others has the potential to be protective from
future traumatic experiences and in some cases reparative (Ludy-Dopson et al. 2010).

Gregory and Ripski (2008) indicated that teachers who use a relational approach were
more likely to have students who exhibited lower defiant behaviors than those teachers
who did not report using such an approach. The study found that when students had
impressions of teachers as trustworthy in their use of authority they exhibited less defiant

behavior and were more cooperative in classes. Gregory and Ripski (2008) also found
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that relationship-oriented teachers were intentional about building emotional connections

with students and eliciting cooperative behaviors, which is consistent with TIC practices.
Within a school context, the key to responding to children who have experienced
trauma is to provide neurodevelopmentally sensitive programming, which involves
patterned, repetitive sensory input. Perry (2006) found this programming influences

functional regulation capacity in children displaying hypervigilance, impulsivity, and
anxiety. For students who have experienced trauma, art and music class may serve as a

necessary intervention rather than just an enrichment or special course. The application

of Perry’s use-dependent theory to educational settings results in positive or neutral
patterned and repetitive activities will have positive effects on a developing brain (Perry,
1997).

Since art and music activities rely on the senses (primarily brainstem mediated)

and are repetitive in nature, these activities could assist with organizing brain functioning
resulting in a calmer state for students.

Studies on the benefits of school-based art

programming found that students’ participation in arts education improved academic

engagement and life satisfaction outcomes (Martin et al., 2013) and increased math and
reading performance on state assessments for economically disadvantaged populations

(Garcia, Jones, & Isaacson, 2015). Research indicates that not only does music make you

feel better due to the dopamine release that occurs while listening, but also helps you

learn because of the increase connectivity that occurs with the frontal cortex and other

parts of the brain (Menon & Levitan, 2005).

Providing students with opportunities to

express themselves through music and art could have a positive impact on the brain

development of students with trauma histories.
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The research suggests that implementing a social and emotional learning (SEL)

curriculum is a logical next step as schools embrace trauma-informed practices and
recognize that many students’ problem behaviors are the result of skill deficits stemming
from their trauma history (CASEL, 2003; Durlak et al., 2011; Hawkins, Catalano,

Kosterman, Abbott, & Hill, 1999; Moffitt et al., 2011). Many SEL curricula teach self

management and self-awareness skills to students in need, while also teaching empathy

and compassion for students who are typically developing. Teaching children self
control has been found to be more important than intelligence and social class as it relates

to future physical health and wealth (Moffitt et al., 2011). The Collaborative for

Academic, Social, and Emotional Learning (CASEL) includes five competencies that are
taught, practiced, and reinforced through SEL programming: self-awareness identification and recognition of one’s emotions; social awareness - empathy, respect for

others, and perspective taking; responsible decision-making - evaluation and reflection,
and personal and ethical responsibility; self-management - impulse control, stress
management, persistence; relationship skills - cooperation, help seeking, and

communication (CASEL, 2003). Results of a meta-analysis indicated that participants in
an SEL curriculum significantly improved social and emotional skills and achieved an

11-percentile point gain in academic performance (Durlak et al., 2007). Students who
have experienced trauma may not possess age appropriate social and emotional skills due
to a disruption in developmental experiences. These social and emotional deficits can

frustrate teachers who are attempting to implement academic instruction based on
chronological age and grade standards. Schools that have successfully implemented a

SEL curriculum have experienced a reduction in misbehavior, better academic
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achievement, and student self-reports that they are more attached to school (Hawkins et

al., 1999). Furthermore, students exposed to SEL programming throughout school

experienced better outcomes later in life compared to students that didn’t receive the
social and emotional skill training. A package of SEL interventions provided to students
throughout the elementary grades had enduring effects in reducing violent behavior,
heavy drinking, and sexual intercourse by age 18 among the children in a controlled

study (Hawkins et al., 1999). The positive effects of student exposure to a SEL
curriculum provides evidence that students who have historically been labeled as defiant
and disruptive may have simply needed developmentally appropriate instruction to
address their skill deficits.
The Link Between Reforming Discipline Policies and Efforts to Resist Re

traumatization
SAMHSA’s fourth “R” in their guidance document refers to actively resisting re

traumatization. This key assumption is essential in TIC as it is directly related to the
origins of the movement. Psychiatric units in hospitals were created to provide
specialized care to individuals in need, but due to rigid rules and inconsistent systems,

patients were inadvertently re-traumatized (Bloom, 2013). The 1994 SAMHSA

conference took an honest look at these practices and developed a set of principles, later
known as TIC, to take a more individualized approach to care. In a related manner,
discipline policies in the education system have been under scrutiny due to their potential

harm to vulnerable students. Just as the psychiatric units of the past did not intentionally

hurt individuals with trauma histories, school discipline policies were not created to harm
students. Instead, these policies were developed to maintain safety and order in schools
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and to deter future rule-breaking behaviors. With the implementation of policies of
discipline such as “zero tolerance” approaches, school discipline has become rigid and

far-reaching. Since we know that children affected by trauma often display hyperactivity,

anxiety, impulsivity, and poor anger control (Anda et al., 2008; Perry & Dopson, 2013),
we can deduce that many of the students who are being targeted for punishment in

schools have experienced trauma. This view is supported by Blodgett & Dorado (2016),
who showed that communities with high ACE scores have higher rates of suspension

compared with communities with low ACE scores. School discipline policies that punish
students to deter future rule-breaking behavior rather than consider the meaning of the

behavior place children with trauma histories in a vulnerable position. For children who
have experienced trauma, removal from school could interfere with the healing process
and reinforce beliefs that adults do not understand, care, or cannot be trusted. To
understand the links between reforming discipline policies and efforts to avoid the re

traumatization of students, a history of zero-tolerance policies, and the research on the

impact of these policies follows.
Zero tolerance policies. In 1994, the federal government created education

policies that continue to have rippling effects on schools’ ability to fairly respond to

student behaviors. When congress passed the Gun-Free Schools Act (1994), it essentially
tied federal funding to adoption of zero tolerance policies. The zero tolerance approach

to student behaviors is borrowed from a non-discretionary policing approach that gained
popularity in the 1980s when the “broken windows” theory was published. Simply

stated, the theory is that if small rule infractions are ignored, more serious crimes will

occur. The Gun-Free Schools Act mandated all states who receive federal education
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dollars to expel students for a minimum of one year when they possessed a firearm on

school grounds. Over time, some states broadened the definition to include any object
used or attempted to be used to cause bodily harm and expanded the scope to include

events reasonably related to school (Brand, 2015). At the local level, schools began to
target minor offenses that were believed to lead to more serious crimes. The

implementation of zero tolerance policies in schools was intended to curb violence and

maintain order, but due to their overuse and discriminatory application, some students
became more vulnerable to punishment than others. Boccanfuso and Kuhfeld (2011)

report that highly publicized violent events in schools led to overuse of punitive measures
for minor rule infractions, estimating that 95% of out of school suspensions were for non

violent behaviors such as tardiness and disrespect. The scope of exclusionary practices
became so widespread that during the 2013-2014 school year 2.8 million students

received an out-of-school suspension, which represents 6% of all students enrolled in
elementary and secondary schools (U.S. Department of Education, Office of Civil Rights,
2014).
In addition to the problem of overuse, exclusionary practices have also been

disproportionately applied to select student groups. Analysis of K-12 discipline data for

students enrolled in Denver Public Schools (n = 87,997) revealed that student racial
background and school racial composition are enduring risks related to the use of

exclusionary discipline practices (Anyon et al., 2014). Latino, black, Native American,
and multiracial students had significantly higher odds of an office referral compared to
white youth. Boys, youth eligible for free and reduced lunch, homeless students, special

education students, and students with the educational disability designation of
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emotionally disabled all had significantly higher odds of an office disciplinary referral
(Anyon et al., 2014). The discipline data from Denver Public Schools is consistent with

federal data that shows that male students represent 72% of multiple out-of-school
suspensions, black students are suspended and expelled three times more frequently than
white students, and students with disabilities are more than twice as likely to receive outof-school suspension than students without disabilities (US Department of Education,

Office of Civil Rights, 2014). In sum, the Gun-Free Schools Act created a law and order
approach to operating schools that failed to realize, recognize, or respond to individuals

affected by trauma.
Heilbrun, Cornell, and Lovegrove (2015) investigated the relationship between

school principals’ attitudes toward zero tolerance and their use of student suspensions.

As TIC initiatives begin to be implemented in schools, a careful look is needed to
examine discipline policies that have the potential to re-traumatize students. Through a

survey of 306 high school principals it was found that a principal’s endorsement of zero

tolerance was significantly and positively associated with suspensions. Results indicated
that school enrollment and free and reduced priced meals accounted for 31.3% of

variance of school suspension rates, F(2, 281) = 63.6, p < .001. Zero tolerance attitudes

of principals accounted for an additional 3.1% of the variance, F(3, 281) = 49.14, p <
.001. This study also revealed that principals do not use suspensions equitably across
racial groups as the study indicated that black students (17%) are suspended significantly

more than white students (8.3%) (Heilbrun et al., 2015). This study illustrates the
challenges particularly for students who have experienced trauma when they attend

schools applying zero tolerance policies, such as suspensions. Further, these policies are
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doled out inequitably. Individual circumstances are ignored and the meaning of student
behavior is not considered. Research on zero tolerance indicates this approach is neither
effective nor developmentally appropriate (American Psychological Association, 2008).

School climate. If exclusionary practices in schools are potentially re

traumatizing, it is necessary to go beyond the attitudes of the principal and explore school
conditions that lead to students being excluded. Broadly speaking, school climate often

refers to the quality of school life and the collective school experiences of teachers,

students, and parents. Relevant to students who have experienced trauma, school climate
also describes the norms, values, and expectations that support people feeling safe

(Cohen, McCabe, Michelli, & Pickeral, 2009). Two separate studies, one using a teacher
survey and one using a student survey, examined the relationship between school climate

and academic performance and the relationship between school climate and suspensions.

Gregory, Cornell, and Fan (2011) set out to investigate whether an authoritative
disciplinary approach, characterized as highly supportive and structured, would predict

suspensions. School climate surveys were completed by 5,035 ninth grade students to
determine their perceptions of adults in their schools. This study used the term
“academic press” to measure structure and how much teachers press their students to

study hard and complete challenging work. Multivariate analyses indicated that there

was a significant interaction for support and academic press for black suspension rates (B
= 7.41, p < .001) and white suspension rates (B = 6.21, p < .001). After taking into

account school demographic characteristics, schools with low levels of both support and
academic press had the highest suspension rates for black students (M = 28%) and white

students (M = 13%) and the largest gap in suspensions between white and black students
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(M = 15%) (Gregory et al., 2011). If schools were high on support or academic press or
both, they had lower rates of suspension for black and white students, and they also had

smaller gaps between the black and white suspension rates. The student survey results

about school climate were consistent with the results of a study that surveyed teachers
about school climate. Bear, Yang, Pell, and Gaskins (2014) developed the Delaware
School Climate Survey to assess teacher perceptions of school climate and the
relationship with student achievement and suspensions across 132 schools. It was
determined that school climate scores correlated positively with academic achievement

(Elementary: r = .49 - .69; Middle School: r = .35 - .75) and negatively with suspension
and expulsion rates (Elementary: -45 to -.77; Middle School: -.47 to -.72; High School: -

.46 to -.73) (Bear et al., 2014). Both the student and teacher survey results indicated that
when academic expectations are high or when students feel supported they are more

likely to be engaged in their learning and less likely to display behaviors that would
necessitate a suspension. Furthermore, empirical data support the finding that a positive

school climate creates a safe and productive environment, which subsequently means that
suspensions are not needed as frequently.

Moving toward trauma-informed discipline policies. In 2014, the Obama
administration formally addressed the overuse of exclusionary tactics in the report titled
Guiding Principles A Resource Guide for Improving School Climate and Discipline.

These Guiding Principles marked a clear shift away for the Gun-Free Schools Act from
20 years earlier. In the guidance letter, Arne Duncan, U.S. Secretary of Education,

clearly stated that reliance on suspensions and expulsions to create a safe and productive

school environment is ineffective (U.S. Department of Education, 2014). The U.S.
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Department of Education (ED) issued the resource guide to assist educators with

developing school climate and discipline policies that are grounded in research. The
shift away from zero tolerance policies and toward more developmentally appropriate

responses to problem behaviors is more closely aligned with TIC. To improve school
climate and discipline, ED identified the following guiding principles: create positive

climates and focus on prevention; develop clear, appropriate, and consistent expectations

and consequences to address disruptive student behaviors; and ensure fairness, equity,
and continuous improvement (U.S. Department of Education, 2014). Similar to

SAMHSA’s guidance regarding TIC, these principles from the federal government
address a large national problem and are grounded in best practices.

Bowen and Murshid (2016) recommend that to create trauma-informed social

policy there is a need to address disparities as close to the roots as possible. These
authors advocate for the application of a TIC conceptual framework to health-related
social policies as far upstream as possible. The issue of intersectionality is relevant to the

institution of school as systems of race, class, gender, ethnicity intersect to create
experiences of marginalization. Problems are compounded when an individual

maintains membership in more than one identity group that experiences stigma or

exclusion from opportunities. For example, a gap in economic opportunities has a
negative effect on a developing child, which then impacts academic outcomes and

success in school. The Substance Abuse and Mental Health Services Administration

(SAMHSA) have accurately identified problems that impact the life outcomes of children
and youth and have outlined guidance for remediation, but changes to only one social

policy may not be sufficient for recovery considering the depth and scope of the social
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disparities in the United States. As a start, the creation of trauma-informed policies can
address intersectionality by aiming to prevent overt forms of discrimination that

frequently impact members of marginalized groups (Bowen & Murshid, 2016). For
students who have already experienced adversity due to exclusions associated with one or
more of their identities, a large system like a school has a critical role in enacting policies
that do not exacerbate existing problems.

As noted here, zero-tolerance discipline policies that were created with good
intentions have the potential for influencing re-traumatization. Large public school
systems create sets of rules to efficiently manage complex issues and large groups of
people, which minimize flexibility for individual needs. Additionally, at the local level,

individuals in positions of power frequently misidentify the cause of a problem and use

punishment liberally. Despite data that contradict the usefulness of frequent suspensions
(American Psychological Association, 2008), some schools continue to maintain a
traditional approach of compliance to the 1994 Gun-Free Schools Act, because they
either lack the knowledge, tools, or resources to respond differently.

Alternatively, some school districts are responding to research regarding
exclusionary practices, but challenges continue to remain about the best course of action

especially considering current Secretary of Education Betsy DeVos’s disagreement with
former secretary Arne Duncan’s guidance on school discipline in 2014. The School
District of Philadelphia has recently made changes to their disciplinary policies, but the

results have not all been positive. The district discontinued the use of out-of-school
suspensions for low-level offences and reduced the length of suspensions for more

serious infractions, but other problems have arisen. Data before and after the changes to
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ED discipline policy revealed that although the attendance improved, academic
achievement for previously suspended students did not improve (Steinberg & Lacoe,

2017). In the most economically and academically disadvantaged schools, changes to the
suspension policy resulted in a decline in academic performance for many students who

were not previously suspended. TIC advocates Steinberg and Lacoe (2017) illustrates the
problem of removing a tool (i.e., suspensions) without adequately providing a set of

replacements. For conservative think tanks like the Manhattan Institute, this study
provides a narrowly interpreted and problematic justification that discipline policies
designed to lower suspensions make students feel less safe and lowers academic scores
(Eden, 2018).

To improve learning for children who have experienced trauma, information on
trauma needs to be fully integrated in the school community, including prioritizing staff

training, reviewing existing policies, conferencing of individual cases, and making
connections with community mental health providers (Cole et al., 2005). Policies

associated with improved school climate, reduced school suspensions and expulsions, and

a meaningful set of supports to replace harsh disciplinary practices need to be
implemented. Without a complete shift in thinking that embraces TIC principles, school
districts will face little substantive change.

Implementation of Trauma-Informed Care

Since the introduction of the term trauma-informed care (TIC) in 1994, voluminous
writings have supported the application of TIC to various settings. Governmental agencies,
trauma researchers, and non-profit agencies are just some of the sources of TIC

recommendations. There appears to be consensus among experts that TIC is a worthwhile
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endeavor, but ideas regarding implementation of principles vary greatly. Due to Substance

Abuse and Mental Health Services Administration’s (SAMHSA) decision not to outline a
set of prescribed practices and procedures, individual organizations have interpreted
trauma-informed principles differently. Although this allows for customization of care and

flexibility based on context, it makes it difficult to generalize the results of TIC
implementation to other settings. The following sections include a discussion of studies
that provided empirical evidence for the effectiveness of TIC with particular attention to

studies that explored staff perceptions of TIC and studies that took place in schools.
Evaluation of trauma-informed care practices. Since the impetus for creating

TIC principles was based on the realization that practices in clinical settings were not
sensitive to the adverse experiences of patients, it is fitting to begin the review of TIC

practices in clinical settings. Due to ethical concerns related to withholding potentially
helpful services from patients, studies of TIC practices in clinical settings are often
retrospective in nature. Two studies were included in the review based on the size of the
sample, methodology, and empirical results. Both studies identified variables (e.g.,

restraints, seclusion, reduction in symptoms) that are relevant to clinical settings but may
lack utility to other settings.
In the first study, Azeem, Aujla, Rammerth, Binsfeld, & Jones (2011) reviewed

33 months of patient care to evaluate the effectiveness of TIC strategies in a psychiatric
hospital setting. The first step of the implementation process was training staff members

on the six core strategies of TIC. Components of the training and implementation
process included the following: a shared understanding by leadership that reduction of
restraint and seclusion was a goal to reduce potential re-traumatization; use of restraint
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data to inform practice; increased role of the consumer in treatment; initiation of

debriefing activities that were nonpunitive and supportive. All staff were educated on
TIC during new employee orientation and during staff development sessions.
Additionally, TIC principles were included in job descriptions, competencies, and
performance evaluations. Finally, staff were re-trained in various preventative measures

including awareness of patient trauma history and creation and use of safety plans. Prior
to implementation of TIC strategies, the hospital recorded a total of 93 restraint and

seclusion episodes involving 22 children and adolescents. In the final six months of the
study (following staff training), there were a total of 31 restraint and seclusion episodes

involving 11 children and adolescents (Azeem et al., 2011). This retrospective study

provided evidence to support the effectiveness of TIC strategies to reduce the use of
seclusion and restraints in a psychiatric hospital setting. This study is relevant to the
topic of TIC implementation because of the comprehensive approach that was employed
and the duration of the intervention phase prior to evaluation.
Boel-Studt (2017) provided the second study examining the effectiveness of TIC

practices within a psychiatric residential program for children. Boel-Studt compared
treatment outcomes for two groups of patients, TIC treatment and traditional treatment,
by extracting information from case files. This retrospective study included comparison
data that was selected based on whether children ages 5-17 received traditional treatment

(n = 100) or trauma-informed (n = 105). This comparison was accomplished by selecting
cases before and after the implementation of TIC practices. The trauma-informed

treatment group received specialized services designed for individuals that have

experienced trauma. These services including trauma-focused cognitive-behavioral
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therapy, safety planning and trauma recovery group counseling. Additionally, the staff
who provided services to the trauma-informed group of patients received training and

supervision in understanding trauma and working effectively with youth who have been
affected by trauma. The study showed that children and adolescents receiving trauma-

informed psychiatric treatment experienced better outcomes than youth receiving
traditional psychiatric treatment. Results indicated a positive change in functional
impairment over time for youth in trauma-informed treatment group compared to the
traditional group, F(1, 200) = 31.035, p = .000 (Boel-Studt, 2017). Also, the average

number of seclusion room placements was less in the trauma-informed group (M = 4.19,
SD = 9.82) compared to the traditional group (M = 10.90, SD = 25.96). Finally, youth in

the trauma-informed group spent fewer months in treatment (M = 6.45, SD = 3.07)

compared to the traditional group (M = 10.78, SD = 4.71). It should be noted that the

effectiveness of the trauma-informed model did not impact the incidents of physical
restraints as the trauma-informed group experienced more restraints than the traditional
group. Although this quasi-experiment yielded results to support the effectiveness of
trauma-informed practices, similar to Azeem et al. (2007) this study was retrospective in

nature. This research approach makes it difficult to account for other variables at play
beyond the identified trauma-informed practices. For example, the TIC initiative in

treatment may also have coincided with changes to hiring practices.

Staff perceptions of trauma-informed care. Much of the training efforts related
to TIC focus on sharing knowledge about trauma research to change staff’s perceptions

about individuals in need. Individuals who have experienced trauma often present with
complex problems that are resistant to change following exposure to traditional education
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and treatment approaches. TIC staff development sessions are designed to view

challenging behaviors through a trauma lens, which ostensibly will lead to more informed
practices. The following studies were included to shed light on the challenges of training

staff with diverse needs, experiences, and job functions.

Kenny, Vazquez, Long, & Thompson (2016) supported the effectiveness of
professional development training but also revealed differences in levels of TIC

knowledge based on professional role. This study evaluated the effectiveness of a half

day TIC training session with staff that worked at child advocacy centers in Florida. The

TIC training was guided by materials from the National Child Traumatic Stress Network
(NCTSN). The results of pre and post-test analysis indicated that the TIC knowledge of
staff was higher at posttest (t(202) = 10.18, p <.001 than pretest, which demonstrates an
effective training experience (Kenny et al., 2016). A follow-up analysis of staff

knowledge by group revealed a stratification of TIC knowledge by professional role. The

study found that knowledge about TIC at pretest was significantly different based on

race/ethnicity (F(4,203) = 4.62, p < .05), degrees (F(3,203) = 7.67, p < .001), and years of
working experience (F(4,203) = 2.48, p < .05) (Kenny et al., 2016). TIC knowledge by

race and ethnicity yielded higher pretest scores for White/Caucasian compared to Black
and Hispanic. Participants with a college degree produced higher scores than those with

high school diplomas. As it relates to work experience, participants with less than one
year to 10 years of experience possessed higher TIC knowledge at the onset of training
than those staff with 10 to 20 years work experience and greater than 20 years work

experience. The results of this study provide evidence that individual characteristics are

relevant to staff development sessions on TIC with different groups starting and ending at
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different levels of TIC knowledge. Staff with reduced TIC knowledge may experience
more challenges with implementing TIC practices.
Research by Anderson, Blitz, and Saastamoinen (2015) provided additional
evidence regarding the limitations of using professional development sessions to increase

TIC knowledge. This study reviewed the effectiveness of TIC training with elementary

school personnel (teaching assistants, classroom aides, and paraprofessionals). The
training was designed to increase school personnel’s skills with instructing students who
were exposed to trauma. Following the completion of a needs assessment, professional

development workshops were tailored to meet staff’s perceived need of becoming more
effective with addressing challenging student behaviors. The trainings addressed

common themes related to TIC including information on the neurohormonal impact of
trauma on student learning. Post-workshop survey results and focus groups revealed that

some staff’s attitudes related to TIC were not impacted by the professional development

sessions (Anderson et al., 2015). Most classroom staff communicated their
understanding that student behavior is related to trauma and stress, but a significant

number couldn’t understand how adult behavior in the school contributes to students’
stress with most participants believing that an aggressive tone is necessary for effective
discipline (Anderson et al., 2015). Despite professional development sessions that were

tailored to the expressed needs of the participants, knowledge about TIC was limited to

general beliefs.

TIC initiatives are not only impacted by the effectiveness of staff development
sessions, but also related to the setting in which the initiative is being implemented. A
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study funded by the Substance Abuse and Mental Health Services Administration

(SAMHSA) utilized focus groups to solicit information from child-service providers
regarding their views on trauma-informed practices (TIP). The focus groups led
discussions on conceptualization of TIP, perceptions regarding resources needed, and

anticipated barriers to implementing TIP. The sample of 126 participants included
employees from child welfare (n = 71), juvenile justice (n = 27), mental health (n = 8),

education (n = 8), and other systems (n = 4). Following data analyses, overarching

themes were common across systems, but there were differences among groups of service
providers. There was general agreement among providers regarding the philosophy of
TIC, but divergent views regarding what an employee needed to successfully implement
TIP. Education providers discussed the importance of differentiating TIP from other

initiatives and ensuring that resources are available for integration into existing programs
(Donisch, Bray, & Gewirtz, 2016). Child care providers reported that to provide TIP,
training on concrete and specific skills is needed. Donisch et al. show that some of the
challenges to implementing TIP are dependent on the setting or system of care. The
available resources for a given setting and the nature of work provided by professionals
will lead to a slightly different trauma-informed practices model.

Blitz, Anderson, & Saastamoinen (2016) examined the effectiveness of

implementing a culturally responsive trauma-informed whole-school model. The
researchers investigated teachers’ and classroom aides’ perceptions of student behaviors,

their understanding of trauma and toxic stress, and their self-reported stress levels and
teaching efficacy. Unstructured interviews were completed with school personnel that
included the open-ended question, “What are your thoughts on how the issues of race,
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culture, and trauma impact your students?” The results of this study indicated that

teachers were aware and concerned about trauma and toxic stress but didn’t fully
understand the impact of trauma and class and racial biases (Blitz et al., 2016). It was

interpreted that the school staff’s insistence that all students be treated the same as
evidence of a lack of understanding related to structural racism. Based on responses it

appeared that staff failed to understand that equity requires different responses to
effectively and fairly meet the needs of all students, particularly in poor urban
communities. It should be noted that the study was completed within the context of an

elementary school where students of color were disproportionately over-represented in
discipline referrals, suspensions, and low-test scores. Staff denied that racial bias

influenced their relationships with students and families and felt criticized when they
were exposed to a professional development session on cultural responsive pedagogy
(Blitz et al., 2016). School staff indicated that it was the parents’ responsibility to teach

their children to behave in ways that are appropriate for the school’s culture. Blitz et al.
identified the possibility that staff’s lack of flexibility was related to secondary trauma.

Many of the staff reported that they were deeply connected to the students and were
impacted by their troubles. Also, staff reported feeling threatened and abused and
expressed concern regarding safety. If staff’s own needs were unaddressed, it could

explain why they resisted changing their responses to the needs of others. Due to many

of the participants’ responses that reflected a lack of understanding related to equity, the
authors concluded that creating a culturally responsive trauma-informed whole school
approach requires a deeper understanding of the impact of trauma and toxic stress and
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race and class bias. The study results also suggest that staff experiences and stress level
need to be assessed prior and during the implementation TIC in educational settings.
Trauma-informed care in schools. This section presents information about the
unique position of schools as TIC moves from theory to practice in educational settings.

In this section I review programs and interventions that align with trauma theory. NealyOparah and Scruggs-Hussein (2018) assert that to be a trauma-informed school leader

one needs to complete “inside-out” work that leads to the development of emotional

intelligence. Prior to creating a trauma-informed school or classroom, the authors posit

that individuals must embody the principles of TIC, with the provocative question of
“how can we teach what we do not embody”?

A Trauma-Informed Positive Education (TIPE) model outlines an approach to

student learning that incorporates both a sequential application of interventions to address
developmental deficits, as well as opportunities to increase one’s strengths and

psychological resources. Most TIC models are deficit-based. This is evident in that
following recognition of trauma, programs and interventions are identified to address
neurological deficits. Brunzell, Stokes, and Waters (2016) completed a qualitative
systematic literature review on 68 publications on trauma-informed education to identify

intervention themes. The major theme identified was that interventions focused on

repairing the effects of trauma on students. Two subthemes provided additional
information on the specific areas targeted for repair. The first subtheme, Repairing the

Dysregulated Stress Response in Trauma-Affected Students, listed in 96% of the studies,

involved the description of an explicit intervention designed to repair regulatory abilities
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and address a dysregulated stress response. The second subtheme, Repairing Disrupted
Attachment Styles, listed in 94% of studies, relates to an intervention designed to repair

disrupted attachments through strong teacher-student relationships. The TIPE model
recommends classroom interventions build regulation (e.g., sensory integration, rhythm
and repetition, mindfulness) and relationship capabilities (e.g., strong attached

relationships, emotional intelligence, play and fun) in order to increase student capacity
to utilize cognition to increase psychological resources (Brunzell et al., 2016). The

authors posit that these three targeted domains (repairing regulatory abilities, repairing

disrupted attachment, and increasing psychological resources) interact synergistically to
create upward spirals of psychological growth.
West, Day, Somers, and Baroni (2014) explored the academic experiences of

traumatized and court-involved youth and examined the associations between trauma-

informed teaching interventions and the educational well-being of these students.

Through the use of focus groups, the study explored the lived experience of students who
have been exposed to trauma and how that has impacted learning in the classroom. Also,
participants (n = 39) were encouraged to share ideas about interventions to improve the

educational environment. Themes identified through analysis of focus groups indicated
that triggers for externalizing behaviors include environmental influences from within

and outside the classroom and from prior experiences (West et al., 2014). The triggers
for externalizing behaviors that participants identified (e.g., sights, sounds, words,
physical touch) are consistent with individuals with trauma histories. Regarding
recommendations for improvement to the school environment, the participants
recommended ideas that appear to be in conflict with one another. They appreciated the
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use of trauma-informed resources in the school, while also expressing a desire for
teachers to use more power and control to manage student behaviors.
Day et al. (2015) explored the academic experiences of traumatized and court-

involved youth and examined the associations between trauma-informed teaching
intervention and the educational well-being of these students. The school implemented
the Heart of Teaching and Learning: Compassion, Resiliency, and Academic Success

(HTL), which is founded on attachment and ecological theories. The curriculum was
presented across two half-day trainings with booster sessions occurring monthly for six

months. In addition to the training, the school implemented an alternative to school
suspension in the form of a calming room staffed by a paraprofessional trained in TIC.

The author looked at the experience of traumatized students, evaluated the teacher

interventions with traumatized students, and evaluated alternatives to traditional
discipline. The sample (n = 70) consisted of female, court-involved students attended a
charter school. The participants were administered assessment that measure student
needs, PTSD, self-esteem, school climate, and before and after staff were trained on
HTL. There were no significant findings on the student needs, self-esteem, and school
climate scales. There was a significant different in pre-test (M = 22.70, SD = 10.31) and

post-test (M = 20.16, SD = 9.39) scores for posttraumatic symptoms, t(69) = -2.53, p<.05,
d = .30 (Day et al., 2015). This result suggests that the trauma-informed teaching

intervention was successful in reducing symptoms related to trauma experiences.

Symptom reduction is a positive result of the study, but it is unclear if the students’ well
being improved since there wasn’t significant results on the needs, self-esteem, and

school climate measures. Well-being is more than just reduction or absence of
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symptomology; therefore, the intervention appears to have fallen short of the objective of

a TIC initiative.
Summary

The TIC movement is challenging current policies simply by sharing knowledge

about how childhood experiences impact future functioning. Increasingly more empirical
evidence is available that demonstrate the relationship between childhood adversity and

emotional and behavioral difficulties. Advances in brain research offer additional
support that trauma impacts the organization and functioning of the brain in meaningful

ways that can only be addressed with interventions that activate the compromised areas.

Once one becomes informed on the effects of trauma, a critical eye turns to the policies
that are not aligned with this research and could potentially be re-traumatizing for

individuals. As organizations begin to integrate knowledge about trauma research into

their policies and procedures, attention moves to staff practices.
For large systems like schools, a TIC initiative encompasses all aspects of the
organization, which is unlike other education initiatives. Embracing TIC principles can
serve as a North star to guide strategic change within an organization, but the challenge is

moving the principles into practice. Some obstacles related to implementing and
sustaining TIC practices are the high costs of continued training efforts following the

initial introduction, ongoing accessibility to skilled trainers, and the need for resources to
implement TIC best practices. There has been some empirical evidence to support TIC

initiatives in psychiatric hospital settings (Azeem et al., 2011; Boel-Studt, 2017) and

school settings (Day et al., 2015; West et al., 2014), but it is unclear if the positive results
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will be sustained over time. There are many initiatives that achieved promising results in

the short-term only to reduce potency due to organizational changes. Organizations are a

fluid system where changes to funding, leadership, and structure could impact the

sustainability of staff practices. To maintain fidelity to TIC practices over time, an

organization must have a shared set of values and beliefs that promote healthy
functioning. There also needs to be an ongoing commitment of time and resources to

provide TIC training and supervision to staff.
Examination of a single organization’s experience with implementing TIC and
then sustaining TIC practices over a substantial period of time was absent from the

literature. The context of the present study was an organization that has been accredited
for almost a decade. Exploring a staff member’s conceptualization, attitudes, and
experiences with TIC provided information not only about the individual, but also the

organization, with the hope that a gap in the current literature will be filled.
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CHAPTER III
METHODOLOGY

Introduction
There is general agreement among child-serving organizations that trauma-

informed care (TIC) is a suitable approach to meet the needs of individuals affected by
trauma. The principles of TIC are adequately described by the Substance Abuse and
Mental Health Services Administration (SAMHSA), but substantial ambiguity exists

related to the implementation and sustainability of TIC practices. Based on review of the
literature, organizations focus on different aspects of TIC principles during

implementation, train staff differently, and use a wide array of indicators to evaluate
success. Also, the phenomenon of TIC is likely impacted by individual staff members’
experiences and the context of implementation. The overall purpose of this study was to

examine an organization’s experience with implementing and sustaining TIC and to

inquire about the local interpretation of TIC. A rich description of a single case allowed

for increased understanding of the complex phenomenon of TIC that will offer a

comparison for future studies. This was a formative study, which examined practices
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used through a program in an effort to identify areas that need improvement (Hays &
Singh, 2011). Themes identified through staff interviews will help to drive changes to
professional development and supervision practices.

The research question is as follows:
Within a trauma-informed care (TIC) accredited organization, how do staff conceptualize

TIC, what are their attitudes concerning TIC, and what are their experiences using TIC
practices?

Research Context
The research setting was a large non-profit organization that provides integrated
mental health and special education services. The organization operates six day

treatment centers that serve children and adolescents ages 5-22 who present with
significant emotional and behavioral difficulties. A day treatment center is a program
that provides mental health treatment and special education services during the school

day, often in replacement of a traditional public-school program. All students attending
the organization’s day treatment centers were referred by their school district following
an Individualized Education Program (IEP) team decision to change the least restrictive

environment to separate facility. The school district making the referral to day treatment
agrees to pay the tuition and transportation costs of the program. The sizes and
geographical locations of the day treatment centers vary, with one center located within a

large Midwestern urban environment, four located in inner ring suburbs, and one center

located in a rural setting. The appearance of the six buildings closely resemble traditional

schools and are often viewed this way by students attending the program, as well, as
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community members. The day treatment centers receive training and oversight from a

centralized administrative office, Center 1, that includes various support staff and senior
leadership. Participants of the study were employed at one of the six day treatment
centers or the administrative office.

Five out of the six day treatment centers provide integrated mental health and
special education programming during a 7.5-hour day. The centers operate 8-10
classrooms with each classroom staffed with at least three professionals, a mental health

provider, intervention specialist, and a paraprofessional. All mental health providers
have work experience in the social services’ field and approximately 50% maintain a

state board license in either counseling or social work. All intervention specialists have

completed the requisite coursework to earn an education degree and maintain a teaching
license with the state board of education. The intervention specialist provides education

services as outlined on each student’s IEP and the mental health provider facilitates a

minimum of 151 minutes of mental health services each day. Additional programming,
such as music therapy, art therapy, and physical education are provided to all students

throughout the week. Parent and family support are offered through a family service
liaison in the form of parent groups held at the day treatment center and in-home visits.
Parents of students at all centers have the option of utilizing pharmacological
management services through an agency psychiatrist who is on site one day per week.
Center 10, located in an inner-ring suburb, specializes in serving children and

youth ages 5-22 years of age with Autism Spectrum Disorder (ASD) and other complex
developmental disabilities. This day treatment center does not provide the full
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complement of mental health services as the other centers due to the developmental level
of students. The student demographics at this center are diverse in race and socio
economic income status. Additionally, due to the specialized nature of the program the

students reside in homes across 6 counties and 30 cities. The program is designed to use

positive and proactive strategies to teach young people with autism new ways of relating,

communicating, and behaving with a focus on developing skills that have real life utility
for each child. The center is a state-of-the-art education and training facility for children
with autism, their families, and professionals. The center contains customized design
elements to meet the unique needs and sensitivities of the student population, including
one-way mirrors in each classroom to reduce distractions from observers, sensory rooms,

and indirect lighting throughout. At Center 10, classroom teams are made up of an

intervention specialist and, at minimum, three other professionals who support up to eight
students. Classroom staff are supported by a complement of other professionals

including occupational therapists, speech-language pathologists, behavioral specialists,

psychiatrists, nurses, art/music therapy, and psychologists. Students at Center 10
infrequently return to a less restrictive school setting, so lengths of stay are simply

dependent on the age the student was referred.
Center 6, located in an inner-ring suburb, specializes in serving children with mild
developmental delays who present with severe emotional and behavioral challenges. The

student population at Center 6 is racially diverse. Similar to Center 10, the specialized
programming at Center 6 attracts students from many different cities both within and

outside the county. Each classroom is staffed with an intervention specialist, mental
health provider, and paraprofessional. The overall staff to student ratio at this center is
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lower than the four centers that serve typically developing students. To meet the

developmental needs of students, this center provides vocational programming, adaptive
physical education, occupational therapy, and speech and language therapy. The
academic and social and emotional learning curricula is modified to meet the
developmental needs of students. Although the goal is for all day treatment students to

progress through treatment and reintegrate back into their district home school, it is often
difficult to return Center 6 students due to their complex developmental and behavioral

needs. This challenging situation results in many students attending the program for

much of their school career.
Centers 2 and 7, both located within inner-ring suburbs, serve children and
adolescents in grades kindergarten through 12th grade who present with severe emotional

and behavioral difficulties. Most students possess cognitive abilities within the average

range although many perform in the below average range on formal academic
assessments. The student population at both centers are primarily African American.

Classrooms are staffed with an intervention specialist, mental health provider, and
paraprofessional. The length of time for these two centers is approximately two years

with many students returning to their home school each year. Some of the adolescents in
these two centers are involved with the juvenile justice system. These students receive

probation, electronic monitoring, and/or residential services through juvenile court

periodically. The staff to student ratio is higher at these two centers compared to the
centers that serve students with autism and developmental delays.
Center 37 serves children and adolescents in grades kindergarten through 12th

grade who present with severe emotional and behavioral difficulties. This is the only
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center located in a rural setting. The student population is primarily Caucasian. This
center serves students from 7 different counties and over 30 districts. Some students
have long commutes to and from school. The resources and staff to student ratio at

center 37 is similar to the staffing at centers 2 and 7. This center returns more students

back to public school than the other 5 centers, which allows this center to serve a larger
number of students in a given year.

Theoretical Framework
Implementing and sustaining TIC involves changes at both the individual and
organizational levels. In order for TIC principles to manifest as practices, individual staff

members must integrate new beliefs and an organization must provide the necessary
supports and culture to enable this to happen. Guided by the work of Feldman &

Pentland (2003), the study framed dimensions of sustaining TIC within an organization
through the use of two concepts: ostensive and performative. The study methods

corresponded to this framework. A survey on TIC measured the ostensive part of an
organization’s routine, while an interview that allowed for rich description of a routine
captured the performative aspect. The ostensive aspect of the routine is the ideal, while

the performative aspect is how the routine is practiced (Feldman & Pentland, 2003). An

organization that embraces TIC principles creates an ideal set of staff beliefs and
expectations, but it is through an integrative process that involves internal and external
factors of each individual staff member that determines how the abstract ideas are

performed.
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Research Design
The research design was case study because it was bounded to a singular, unique

organization. A case study analysis offered a rich, thick description of the process of an

organization implementing and sustaining TIC within a bounded system. The case study
allows an investigator to retain the meaningful characteristics of real-life events (Yin,
2009). A detailed understanding of an issue emerges following exploration and

examination of a case (Creswell, 2013). The case study is anchored in real-life situations,
which allows for a holistic account of a phenomenon (Merriam, 1998).

This was an instrumental case study because the case was selected to better
understand an issue exterior to the case (Hays & Singh, 2011). The study utilized the

results of a scale that measured attitudes related to TIC to create descriptive statistics.
These findings offered a dimension to the participants’ conceptualization of TIC and their
experiences using TIC practices. In addition to information from a measure of scaled

attitudes, data from interviews and a focus group were collected. Contextual materials
and access to a wide array of information about the case was available to the researcher to
provide a holistic description of the case (Creswell, 2013). The case study approach

converged data from an objective scale and interviews in a triangulating fashion to
produce comprehensive findings.

Mixed-Methods Approach

This study employed a mixed methods approach to better understand staff’s
conceptualization of TIC, their attitudes concerning TIC, and their experiences using TIC

practices. As defined by Creswell, mixed methods research is defined as:
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An approach to research in the social, behavioral, and health sciences in which the

investigator gathers both quantitative (close-ended) and qualitative (open-ended)

data, integrates the two, and then draws interpretations based on the combined
strengths of both sets of data to understand research problems. (p. 2, 2014)

The strengths of both quantitative and qualitative approaches were captured across two

phases in an effort to comprehensively investigate the research question. The study aimed
to quantitatively measure and qualitatively understand an organization’s experience with

implementing and sustaining TIC. The mixed methods research design triangulated
quantitative with qualitative data. Triangulation is a process that makes use of different
sources, methods, and investigators to provide corroborating evidence (Creswell, 2013).

Triangulation also revealed important divergence within and between attitudes and

experiences. The inclusion of both quantitative and qualitative data enriched the results
of the study in a way that would have been impossible with just one form of data.

A convergent parallel design (see diagram) was selected because the intent was to
merge the results of quantitative and qualitative analyses. The qualitative and
quantitative data offer different insights into the problem and comparing the data
contributed to seeing the problem from multiple perspectives (Creswell, 2014). The

study intentionally uncovered contextual conditions by including a formal scale and

open-ended interview questions. Collectively, the qualitative and quantitative data
provided the researcher with a more meaningful examination of the research problem.
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Figure 3.1. Flow of Procedures for a Convergent Parallel Design
Quantitative
Data Collection
and Analysis

Quantitative
Results

Qualitative
Data Collection
and Analysis

Qualitative
Results

Figure X. Visual model demonstrating the flow of activities for a convergent parallel
design. Adapted from “Procedural Diagrams for the Basic Mixed Methods Designs” by

J.W. Creswell, 2014, A Concise Introduction to Mixed Methods Research, 5. p. 56.
Copyright 2015 by SAGE Publishing.
Interpretive Paradigm

Much of the current study embraced the theoretical underpinnings of social
constructivism, but it was not strictly a constructivist interpretive framework.

Pragmatism was also embraced based on the inclusion of objective evidence and the
stated goal of practical application. To move beyond the abstract ideas of TIC with the

intent to offer concrete guidance and recommendations, this study adopted a pragmatic
constructivism as the interpretive paradigm. Gordon (2009) asserted that pragmatic
constructivist represents a mutual interaction between theory and practice that inform and
influence each other. A social constructivist framework (Merriam, 1998, 2009) captured

the lived experiences of the staff members as they worked to implement trauma-informed

theory into practice in their daily interactions with students, peers, and their environment,
while a pragmatic approach gave credibility to both objective and subjective stances in

order to form some understanding of knowledge (Creswell & Miller, 1997). The result of
71

adopting a pragmatic constructivist approach was that the study became both descriptive

and offered practical guidance.

Phase One: Data Collection, Methods and Analysis
Phase 1 of the study utilized a formal scale to obtain quantifiable data from a
large group of diverse individuals within a TIC organization. A scale titled, “Attitudes

Related to Trauma Informed Care” (ARTIC) was utilized to obtain quantitative data

related to staff members beliefs about TIC theory and practices. The use of the ARTIC
measure allowed for data collection from a large group of staff members employed at a

TIC organization. The outcome of the ARTIC data collection provided important
information regarding staff’s beliefs about TIC, personal support, and system-wide
support at a TIC organization. Descriptive statistics were sorted based on select variables

to investigate potential patterns.

Description of instrument. The Attitudes Related to Trauma Informed Care
(ARTIC) Scale is a self-report measure that evaluates the attitudes of service providers

relevant to TIC (Baker, Brown, Wilcox, Overstreet, & Arora, 2016). The scale was
created to objectively assess the extent to which an individual or system is trauma-

informed. As stated by the authors, the purpose of the scale is to assess readiness of TIC
implementation or to measure change as a result of implementation of TIC practices. The

authors objective was to create a scale that captured current theoretical and empirical
knowledge about TIC (Baker et al., 2016). The scale measured staff attitudes through

endorsement of ratings on a Bipolar Likert Scale, which is a continuum of numbers (1-7)
between two statements. Each item contained one statement aligned with TIC and one
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statement aligned with more traditional behavioral approaches. Informants were directed
to select a number on the scale closest to the statement that best represents their personal

belief during the past two months of work. Each item on the ARTIC falls into one of the

seven subscale categories: Underlying causes of problem behaviors and symptoms,
Responses to problem behavior and symptoms, On-the-job behavior, Self-efficacy at

work, Reactions to the work, Personal support of TIC, System-wide support for TIC. The
utility of the scale is based on the supposition that attitudes drive behaviors, so a staff
member that possesses favorable TIC attitudes would be expected to use practices that
are consistent with TIC principles.

The ARTIC scale was available in three different versions, 10, 35, or 45
questions. The ARTIC-45 was selected for this current study because it included scores

on five subscales, two subscales related to personal and system-wide support, and a

composite score. The ARTIC scale was also available in two formats, Human Services

and Education. The primary difference between the two forms was the use of the word
“client” for Human Services and “student” for Education. For the present study, the

ARTIC-45 Education version was utilized because the general public perceives the day

treatment centers as schools. The ARTIC-45 is divided into 5 core subscales (underlying
causes of problem behavior and symptoms, responses to problem behavior and

symptoms, on-the-job behavior, self-efficacy at work, reactions to the work) and 2
subscales (personal support of TIC and system-wide support of TIC).

There is preliminary evidence that the ARTIC is a psychometrically reliable and
valid instrument. Items included in the ARTIC were tested on a sample of 760 service
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providers in human services and education. Confirmatory factor analysis revealed that a

seven-factor model fit the data, Satorra-Bentler scaled X2(919) = 1867.77, p < .001.
Internal consistency was “excellent” for the ARTIC-45 (a = .93), which provides
evidence that the scale reliably differentiates attitudes relevant to TIC. Pearson’s

correlation was utilized to calculate test-retest correlations. For the ARTIC-45, the testretest correlations were strong, r = .84 at < 120 days, r = .80 at 121 - 150 days, and r =

.76 at 151 - 180 days. Pearson’s product moment correlations were utilized to measure
construct and criterion-related validity. The ARTIC-45 composite scores were strongly
related to an individual’s familiarity with TIC (r = .34 - .45) and staff-level indicators
(e.g., positive attitude about TIC, asking students about their trauma histories, feeling

supported at work, job satisfaction) (r = .30 - .59).

Procedure. The primary investigator shared information about the study at staff
meetings held separately at each of the seven sites. The agenda included a brief

description of the study, consent forms, and distribution of the ARTIC-45 scale to study
participants. The directions for completion of the scale was read aloud. The sample item
on the scale was shared to ensure that participants understood how to complete the scale.

The tasks connected with phase one of the study took approximately 15-20 minutes to
complete.

It was communicated to staff that participation in the study was voluntary and not
connected to their contractually obligated job duties. Staff were informed of the risks

related to participation in the study. Staff who agreed to participate in the study were
asked to write the following information on the scale: age, race, position, center
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assignment, and years of experience at the organization on the ARTIC scale. Participants

in the study placed signed consents and completed scales respectively within two

separately marked envelopes.
Participants were directed to select a number along a dimension between two
statements that best reflects their belief during the last two months. For example, an item

within the “underlying causes of problem behavior and symptoms” subscale contains two

statements:

1. Students’ learning and behavior problems are rooted in their behavioral or mental

health condition.
2. Students’ learning and behavior problems are rooted in their history of difficult

life events.

The first statement emphasizes a belief that behavior problems are internal and fixed,
which is inconsistent with TIC principles. Conversely, the second statement emphasizes

a belief that behavior problems are external and malleable, which is consistent with TIC
principles (Baker et al., 2016). Therefore, selections on the scale closest to 1 suggest that
the informant maintains attitudes that diverge from TIC principles.
Sampling. The study participants were staff members employed in one of seven
sites within a TIC organization. The organization operates six different treatment centers

and maintains a central office to provide ongoing training, support, and supervision.

Staff members employed in the organization receive substantial pre-service and in

service professional development. This includes 12 hours of training in Sanctuary, which

is a TIC model that is theory-based and evidence-supported. Staff members receive 9 of
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the 12 hours of TIC training face to face in small groups and 3 hours are self-study.
Additional training for staff includes behavior management, group process, corporate

compliance, ethics, and social and emotional curricula implementation. At the onset of
the study, the sum of staff assigned to these seven sites is 354. The target goal of

completed ARTIC scales was 80% or 283.

Table 1
Staff Distribution by Center and Target ARTIC

Center

# of Staff

Target ARTIC completion

Center 1

40

32

Center 2

43

34

Center 3

40

32

Center 10

85

68

Center 6

57

46

Center 7

44

35

Center 37

45

36

Total

354

283 (80%)

Data analysis. For phase one, which utilized the ARTIC-45 scale, subgroups of
staff were compared across roles, years of experience at the organization, age, center
assignment, and race. Staff were represented from the following role groups: teachers

(licensed intervention specialist), mental health professionals (ATC, BSS, Art, Music),
paraprofessionals (Para, TA, 1:1, interpreter), administrators (PC, AC, CS, CA, SP),
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specialists (SLP, OT, VM, IC), senior leadership (management team). Staff were sorted

into these role groups based on the focus of their formal education, training, discipline
specific continuing education responsibilities, and their job responsibilities. Participants
were categorized by the following years of experience groups: 1-5, 6-10, 11-15, 16-20,

21-25, more than 25 years. Participants were categorized by the following age groups:
21-30, 31-40, 41-50, 51-60, more than 60 years old. Participants were categorized by the

following center assignment: 1, 2, 3, 6, 7, 10, or 37. Participants were categorized based

on race: American Indian or Alaska Native, Asian, Black or African American, Hispanic
or Latino, Native Hawaiian or Other Pacific Islander, or White.

The ARTIC uses a bipolar Likert scale to measure staff’s attitudes related to TIC.
There are 35 items that are scored on a 1-7 Likert scale and 10 items that are scored on a
1-8 Likert scale, which includes a “N/A” option. There are 25 items that need to be

reversed coded. For each of the 7 subscales, items are averaged to determine a final score
with scores ranging from 1-7. Higher subscale scores and composite scores represent
attitudes that are more favorable to TIC.

Responses on the ARTIC and demographic information were entered into SPSS
to provide descriptive statistics. Frequency count, range, mean score, and standard

deviation were calculated for each identified group. The mean score for items contained
in each subscale were calculated to determine the informant’s attitude toward TIC. Due
to the newness of the scale, the publisher has yet to create measurement norms.

Therefore, to examine the data in a meaningful way, data was compared across
subgroups.
77

Phase Two: Data Collection, Methods and Analysis
The primary objective of phase two of the study was to obtain staff’s perspectives

about TIC that are shaped from both professional and personal life experiences. To gain

a deeper understanding of the process that occurs when an organization adopts TIC, it
was important to have a holistic description of the phenomenon of theory moving to
practice. Since TIC does not offer prescribed practices, this construct can best be
understood within the context of individuals who are attempting to behave in a manner
that is consistent with principles. The intent of the qualitative portion of the study was to

interpret the meaning that staff have about TIC. Through interviews, observations, and
review of artifacts related the implementation process, the study sought to understand

how staff construct knowledge about TIC.
Consistent with a constructivist tradition, a pattern of meaning will inductively

develop throughout the study (Creswell, 2013). Constructivists theorize that reality about
education phenomena is not objective, because participants and researchers are biased

and influenced by their unique cultural experiences (Hays & Singh, 2011). The

ontological beliefs associated with constructivism are that multiple realities of a

phenomenon exist (Hays & Singh, 2011). Consistent with a constructivist philosophy,
knowledge is co-constructed between researcher and participants and there is an

emphasis on the values of the researcher, participants, and setting (Hays & Singh, 2011).
The key assumption of constructivism is that reality is constructed by individuals
interacting with their social worlds (Merriam, 1998). Constructivist researchers position
themselves in the research to acknowledge that interpretation filters their own personal
experiences (Creswell, 2013).
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Examination in a natural environment provided important data about beliefs about
trauma informed care. Specifically, this involved interviewing staff members to obtain

information about their beliefs related to TIC, the implementation process in a large
organization, and their views on the effectiveness of the programming. Consistent with

constructivist researchers, the focus of the qualitative study was on the processes of
interactions among staff as they construct meaning related to TIC. Since the setting was

a day treatment center that works with children and adolescents with emotional and
behavioral difficulties, implementation of an abstract concept like TIC was at least

partially related to environment. Constructivists assert that treatment approaches are

contextual and their effectiveness is dependent on the environment in which the approach
is implemented, attitudes of staff, and the interactions between the two (Hays & Singh,

2011).
Semi-structured interview. The primary data collection method for phase two
of the study was a semi-structured interview. The inclusion of interviews into this case

study was important because it addressed some of the limitations of collecting data about

TIC exclusively through a standardized scale. It has been found that survey questions
that require cognitive effort may lead respondents to provide a satisfactory answer that
endorses the status quo (Krosnick, 1991). For staff employed at an organization that

maintains TIC accreditation status there may be a tendency for staff to project favorable
views on TIC. The use of open-ended and indirect interview questions addressed
potential social desirability bias and provided a more comprehensive view of an

organization’s experience with implementing TIC. Indirect questioning is a technique
that asks participants to answer questions from the perspective of another person, which
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reduces the social desirability bias that is often found in questions that are socially
sensitive (Fisher, 1993).
Phase 2 of the study involved the collection of qualitative data through interviews.

The interviews gave voice to participants in a format that offered a rich description of

their beliefs about TIC. The interview was semi-structured to allow participants to share
their conceptualization and experiences with TIC without the confines of a formal scale.
The semi-structured interview format allowed flexibility in which the researcher could
respond to the emerging worldview of the respondent and new ideas on the topic

(Merriam, 1998). Responding to the interview situation by prompting and re-phrasing
questions emphasized the idea of researcher as instrument (Galletta, 2013). Preparing
questions that yield honest, informative responses was vital, but equally important was
the attunement between researcher and respondent. For this case study, a non-judgmental
approach and the use of best practices related to semi-structured was employed to obtain

quality responses to interview questions. Utilizing some open-ended, non-judgmental

questions encouraged unanticipated statements and stories to emerge (Charmaz, 2006).
Questions were created to stimulate responses from staff members who agreed to
participate in this study. The reason for including each interview question is documented

in parentheses after each question. The following are the interview questions that were
utilized during the semi-structured interviews:

What attracted you to this type of work? (general exploration of beliefs)

Tell me about a typical day at work. (general exploration of beliefs)
What does TIC mean in your daily work? (addresses personal interpretation)
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When have you struggled with using TIC? (identifies potential barriers)
Can you give me an example that TIC guided you? (explores practical application and
effectiveness)
Tell me a time when you witnessed TIC in action. (indirect question about effectiveness

of TIC practices)

Procedure. The study was introduced at staff meetings at each of the seven sites.
The researcher informed the staff that the study has two phases. After the first phase was
described, consent forms distributed, and the ARTIC scale distributed and then collected
from participants, the phase two recruitment flier was distributed. The document briefly

described phase two and contained a question about staff interest in participating in an

interview about their perspectives on TIC. If the staff person indicated that “yes” they

would like to be contacted to participate in phase 2, then the document directed them to
list their name and contact information. The document served as a first step in

identifying potential participants for interviews. A separate enveloped marked Phase
Two “Willing to be Interviewed” was available for participants.

To explore potential relationships among staff characteristics and their

perspectives on TIC, purposeful sampling was used. Five staff variables (age, race,

position, center assignment, and years of experience at the organization) guided the

inclusion of staff interested in participating in interview. The goal of the purposeful
sampling was to ensure heterogeneity. Selection of participants was based on achieving

maximum variation of staff characteristics within the sample (Creswell, 2013). Particular
attention was paid to two staff characteristics, center assignment and position. There are
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six separate positions and seven separate center assignments that need to be represented

in the sample to fully explore the role of the environment and job function. The target

number of interviews was five for each position and center with some interviewees
meeting the criteria for two characteristics. Effort was made to maximize representation

of the other four staff characteristics.
Interviews were conducted by the primary investigator of the study. It was shared
with participants that the utilization of interviews in the study gives voice to staff

members as it relates to their beliefs about TIC and their experience with implementing

TIC practices. The interviews took place in a quiet office within the center that the staff
is assigned. Prior to the onset of the interview a consent form was given to the
participant that listed potential benefits and risks related to their participation in the

interview. The participant was informed that the interview would be recorded in order to
accurately document responses. The duration of each interview was approximately 20

minutes.
The management of data from phase two was accomplished through transcription
and summary sheets. To manage data and capture initial reflections about the data,

contact summary sheets were used throughout the interview process. The contact sheet

helped to capture participant information using a pseudonym, researcher reflections about
the data and salient themes from the interviews (Hays & Singh, 2011). All interviews
were transcribed verbatim from the audio recording. Assistance with transcribing the

interviews was provided by an individual uninvested with the outcome of the study. The
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researcher reviewed transcripts throughout the study to check for accuracy. Cross

referencing transcripts with summary sheets maximized trustworthiness.

Data analysis. The qualitative data was analyzed for themes and patterns
separately from the quantitative data. Rigor of the qualitative data analysis was
maintained by completion of memos through the coding and data analysis phases. The

use of memos served to document ideas as data was being analyzed and coding decisions
were being made. Memoing is a process in which the researcher documents ideas about

the evolving theory throughout the process of open, axial, and selective coding (Creswell,

2013).
Data analysis was very structured to identify patterns and categories. The
interview data was coded though first and second cycle coding processes. The first cycle

coding process identified a word or short phrase from the interview transcript that
captured the essence of the data. The second cycle of coding highlighted the salient

features of the data to generate categories (Saldana, 2013). Within categories,
subcategories were created with data to dimensionalize or show the extreme possibilities

in a given subcategory (Creswell, 2013). The process of analyzing and comparing

categories allowed themes to emerge. This connection of different categories was
represented with a thematic statement. Constant comparison between the data collected
and the formulation of the themes was an integral part of this study. The constant

comparison approach allowed for generation and validation of a theory based on the data
collected (Hays & Singh, 2011). Similar to Glaser and Strauss’s (1967) approach in their
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seminal work Awareness ofDying, an inductive approach to understanding TIC moved
the work from simple to complex constructions.

Subjectivity
Due to the subjective nature of truth, it is important to acknowledge that there
were limitations in this study’s quest to document the lived experiences of participants.

Awareness of the crisis of representation and the inseparability of researcher and
participant challenges the qualitative researcher to search for ways to represent the

participants as experts in the chosen inquiry (Hays & Singh, 2011). The researcher’s

insider role in the present study created both advantages and challenges that must be
acknowledged and addressed to build trustworthiness of the study.

The researcher’s knowledge of the organization selected for this case study
provided many advantages. Primarily, insider status provided access to the staff and
some level of trust in approaching potential participants in the study. Review of TIC
documents and artifacts from the certification process were easily retrievable based on

the researcher’s role within the organization. Also, past interactions with potential

participants created a comfort level with the overall intent of the study. The researcher’s

familiarity with organizational culture was helpful during the interview process as past
experiences with participants increase sensitivity to non-verbal cues that may be missed

by an outside researcher.
The advantages of having insider status can also be viewed as challenges to
maintain trustworthiness with the study. To address potential biases, there was be a
conscious effort to maintain curiosity about the research. Despite familiarity with TIC,
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the researcher maintained the stance of a naïve inquirer and maintained openness to new

ideas. The researcher remained aware of feelings connected to information shared by
participants that could indicate a lack of neutrality. These feelings were acknowledged so
analyses and interpretation were not driven by emotional reactions.

Trustworthiness of Interpretation
Trustworthiness of interpretation of the data was achieved through several

strategies, including peer review, an external audit, reflexive memo writing, and a
member check through focus groups during the analysis phase. These are discussed

below.
Peer review was accomplished through ongoing discussions with the chairperson

regarding interpretations of data and emerging themes in the data. An external audit
allowed an external consultant to examine both the process and the product for accuracy,

and the dissertation chair and methodologist provided this role (Creswell, 2013). The

role of the researcher within the organization of study needed to be considered

throughout the study to ensure that potential biases were identified and addressed.
Utilizing peer reviews of the coding and development of categories was an important step

to increase credibility. Peer debriefing was effective because the peer was supportive of

the researcher but also willing to challenge the findings (Hays & Singh, 2011). To

address potential research bias, the researcher used a peer debriefer, who does not have
an investment in the outcome of the study, during the data collection and analysis

process. The role of peer debriefer was filled by a member of the researcher’s graduate
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program cohort. Clarifying this research bias enables a reader of the study’s outcome to

better understand the researcher’s position (Creswell, 2013).
As qualitative researchers are positioned within the study, it is necessary to view

analysis and potential interference through a reflexive lens. The concept of reflexivity is

related to the researcher’s consciousness of the biases, values, and experiences that are

brought to the study (Creswell, 2013). Through reflexivity, the researcher examines the
research activities and relationships between researcher and participants to identify
potential interference. For the present study, reflexive comments about the interview
process and analysis were maintained.

Several measures were put in place in order to maximize credibility in the study.

The researcher clearly documented the data collection and analyses steps utilized using

memo writing throughout the study. A critical friend reviewed the transcripts once all
identifying information was removed and replaced with pseudonyms. These steps were

taken because the words that are used to convey implicit messages about individuals and

groups could unintentionally reinforce static representations of individuals (Galletta,

2013).
Following completion of the staff interviews and preliminary data analysis, a
focus group with participants was facilitated. The goal of the focus group was to share

the preliminary findings of the study and gather feedback from the participants to ensure

that findings adequately reflected their views. Focus groups allow for the generation of

meaning not only with individuals but also with a group of individuals who will assist in

clarifying and amplifying meaning (Galletta, 2013).
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To address transferability, a detailed description of the research process, including

the participants, settings and time frame, is provided (Hays & Singh, 2011). This is
important considering one of the objectives of the present study is to inform future

organizations interested in implementing a TIC model. The hope is that the results of this
study could be transferred to other education and treatment programs.
Ethics
A consent form outlining the focus of the research study, potential risks, and
potential benefits was reviewed and signed by all participants. Separate consent forms
were created for the interviews and the focus group. The consent form was read by the
interviewer to the participants to ensure that they were fully informed prior to the first
question. The consent form stated the primary researcher’s connection with the agency

and any potential conflicts of interest. Also, included within the consent form was a

statement about recording the interviews and focus groups and the plan to transcribe
participant responses verbatim.

The research study was approved by the Institutional Review Board process. In
order to address any potential ethical issues, the interviewer informed the interviewee that
their responses would be kept confidential and their participation in the research study

will remain separate from day to day work-related functioning that could be subjected to

evaluation. Staff members who agreed to be interviewed were informed that they were
able to withdraw from the study at any time in order to address any perceived conflicts of

interest. To protect the privacy of the participants, codes such as “Participant 1” were
utilized instead of names on documents related to the research study. Additionally, all
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recordings, transcripts, memos, and any other documents related to the study were stored

in a locked cabinet within an office that is locked when the researcher is not present.
Conclusion

The focus of chapter 3 was to describe the mixed method approach to the study.
Due to the complexity of the phenomenon of implementing a new set of beliefs and
practices, different types of methods were needed for the current study. A mixed-

methods approach was used to understand how staff conceptualize TIC through the study
of their attitudes and their experiences using TIC practices. Outlining the procedure for
both quantitative and qualitative portions of the study was critical for potential

replication. This case study contributes to the literature on TIC because of the size of the
organization, variability of staff, different work contexts, and the duration of time that the

organization has sustained a TIC approach.
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CHAPTER IV
FINDINGS

The study aims to quantitatively measure and qualitatively understand an

organization’s experience with implementing and sustaining trauma informed care (TIC).
A mixed methods approach was employed to better understand staff’s conceptualization

of TIC, their attitudes concerning TIC, and their experiences using TIC practices. A
formal questionnaire and interviews were utilized to intentionally try to uncover

contextual conditions within a TIC accredited organization.
Phase 1 Results
The objective of phase one of the study was to quantitatively measure the extent
to which an individual or group of individuals are trauma informed. The Attitudes
Related to Trauma Informed Care (ARTIC) scale was utilized to measure staff’s attitudes

concerning TIC. The scale was administered at seven different sites within the
organization.
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The ARTIC was completed by 212 staff members who are employed at one of the

seven centers within the organization.

Of these participants, 34% work at center 10,

13% work at center 2, 13% work at center 3, 12% work at center 37, 11% work at center
6, 10% work at center 7, and 7% work at center 1. The number of staff working at each

center varies with center 10 having the largest workforce and center 1 having the
smallest.

The descriptive statistics showed that staff who work at center 1 produced the

most favorable attitudes related to TIC (M = 5.76, SD = .42). Staff who work at center 3
produced the least favorable attitudes related to TIC (M = 4.98, SD = .72). On a scale
from 1 to 7 with 7 as the highest score, all centers produced scores that were favorable to

TIC (see Table 1). It is notable that the participants who work at center 1 serve in
administrative positions and have the fewest interactions with students.

Table 1
Descriptive Statistics for Attitudes Related to Trauma Informed Care by Center
Center
Center 1
Center 2
Center 3
Center 6
Center 7
Center 10
Center 37
Total

n
15
28
27
23
21
72
26
212

Minimum
5.24
4.33
3.29
3.16
4.18
2.73
3.04
2.73

Maximum
6.56
6.60
6.00
6.59
5.84
6.71
6.16
6.71

Mean
5.76
5.31
4.98
5.54
5.19
5.50
5.34
5.38

Std. Dev.
.42
.56
.72
.80
.52
.68
.67
.68

The age of staff within the organization varies greatly. To assist with analysis, the
ages of staff were sorted into ten-year categories. Except for the greater than 60 years old
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category, the participants were evenly distributed across the age categories. The most
represented age-group was the 41 to 50 years old (n = 54). In terms of favorable attitudes

related to TIC, the 41 to 50 years old age-group produced the most favorable attitude
scores (M = 5.53, SD = .55), with seven as the highest score. The 51 to 60 age group
produced the least favorable attitudes related to TIC scores (M = 5.20, SD = .85). See

Table 2 for descriptive statistics on the ARTIC based on age of staff.

Table 2
Descriptive Statistics for Attitudes Related to Trauma Informed Care by Age
Age
21-30
31-40
41-50
51-60
>60

n
53
50
54
45
9

Minimum
4.33
2.73
3.93
3.04
4.63

Maximum
6.54
6.58
6.71
6.60
6.12

Mean
5.43
5.27
5.53
5.20
5.53

Std. Dev.
.53
.75
.55
.85
.55

Unlike the age distribution of participants, the years of experience among

participants was heavily weighted to one category. The years of experience variable was
sorted into six different categories. The category of staff with 1 to 5 years of experience

was the largest group (n = 97). This category includes staff who worked less than one
year for the organization. The high number of participants in this category is not unusual

for the type of work, but is remarkable when you consider the age distribution. The 21
to 25 and the greater than 25 years of experience produced the most favorable attitudes

related to TIC (M = 5.46, SD = .64 ; M = 5.46, SD = .61). The 11 to 15 years of

experience group produced the least favorable attitudes related to TIC (M = 5.31, SD =
.71). See Table 3 for descriptive statistics on the ARTIC based on years of experience.
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Table 3
Descriptive Statistics for Attitudes Related to Trauma Informed Care by Years of
Experience

Experience
1-5
6-10
11-15
16-20
21-25
>25

n
97
20
23
27
19
20

Minimum
2.73
3.29
3.16
3.22
4.18
4.16

Maximum
6.60
6.71
6.52
6.14
6.56
6.59

Mean
5.36
5.37
5.31
5.33
5.46
5.46

Std. Dev.
.66
.78
.71
.77
.64
.61

To provide integrated special education and mental health services to students, the

organization employs staff with diverse formal training and experiences. To assist with
analysis, 6 categories were created to group staff based on their position. For positions

like mental health provider and teacher, the formal education and oversight from an
independent licensing board are prerequisites to obtaining the position. In contrast, the
paraprofessionals group contains staff that do not have a teaching or mental health
license. The paraprofessionals group was the most represented position in the sample (n
= 53), while senior leadership (n = 15) and specialists (n = 15) were the least represented.

This is primarily related to the size of the pool of potential participants from each group,
as the paraprofessionals are a relatively large group and the senior leadership and

specialists’ groups are relatively small groups. Overall, the senior leadership group
produced the most favorable attitudes related to TIC (M = 5.76, SD = .45). The

paraprofessional group produced the least favorable attitudes related to TIC (M = 5.17,
SD = .78). Noteworthy to the current study is that the teacher group produced more
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favorable attitudes related to TIC (M = 5.35, SD = .66), than the mental health

professionals’ group (M = 5.28, SD = .52). Due to unforeseen error, the administrators’

group captured scores from paraprofessionals from center 10. This occurred because the
demographic sheet utilized the abbreviation CA to refer to an administrative position

titled clinical associate. Unique to center 10 is a paraprofessional position titled

classroom associate that also uses the abbreviate of CA. Use of this abbreviation led to
some participants from center 10 reporting that they were administrators instead of

paraprofessionals. Due to this recording error, it is not possible to confidently sort data
by administrator. See Table 4 for descriptive statistics on the ARTIC based on position.

Table 4
Descriptive Statistics for Attitudes Related to Trauma Informed Care by Position
Position
Teachers
MH Professionals
Paraprofessionals
Specialists
*Administrators
Senior Leadership

n
38
47
53
15
32
15

Minimum
3.93
4.16
2.73
4.27
4.69
5.24

Maximum
6.60
6.58
6.54
6.36
6.59
6.56

Mean
5.35
5.28
5.17
5.58
5.69
5.76

Std. Dev.
.66
.52
.78
.62
.45
.42

Participants in the study were asked to complete a demographic sheet that
included race. The race categories were sourced from the Department of Health and
Human Services. These categories included: American Indian or Alaska Native, Asian,
Black or African American, Native Hawaiian or Other Pacific Islander, and White.

During the revision process, prior to the onset of the study, a checkbox was inadvertently

removed between the categories of Asian and Black or African American. This deletion
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resulted in a combined category of Asian, Black or African American instead of two
separate categories. Due to this error, the descriptive statistics for race should be

interpreted with caution. Prior to analyzing the demographic data of student participants,

it is useful to share overall demographic data of staff. The most up to date racial
demographics of the 346 staff assigned to day treatment centers are as follows: 66.18%

(229) White, 29.77% (103) Black or African American, .03% (9) Hispanic, .01% (2)

Asian, .01% (2) Unclassified, <.01% (1) Unclassified. Overall, 75% of participants in the
study reported that they are White (n = 154), 20% reported Black or African
American/Asian (n = 40), 4% reported Hispanic or Latino (n = 9), and .5% reported

American Indian or Alaska Native (n = 1).

The one participant in the American Indian category produced very favorable
attitudes related to TIC (M = 5.73). Participants in the Hispanic group produced the
second more favorable attitudes related to TIC (M = 5.47, SD = .62). Participants in the

White group produced the next most favorable attitudes related to TIC (M = 5.40, SD =
.66). The combined group of Black or African American and Asian group produced the
least favorable attitudes related to TIC (M = 5.28, SD = .72). See Table 5 for descriptive
statistics on the ARTIC based on race.
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Table 5
Descriptive Statistics for Attitudes Related to Trauma Informed Care by Race
Race
White

n
154

Minimum
2.73

Maximum
6.71

Mean
5.40

Std. Dev.
.66

Hispanic or Latino

9

4.76

6.71

5.47

.62

40

3.16

6.60

5.28

.72

1

5.73

5.73

5.73

-

Black or African
American/Asian
American Indian or
Alaska Native
Native Hawaiian or
Other Pacific Islander

Phase 2 Results
This case study intended to give voice to staff in an accredited TIC organization

to learn more about their beliefs and experiences about TIC. The purpose of the study

was discovery, not confirmation, therefore, hypotheses were not identified at the onset of
the study. Interviews were conducted with 34 participants (see Table 6) who were

carefully selected to ensure representativeness. The interviews were conducted in a

manner to obtain information related to the research question, but remained flexible to

allow for exploration of an individual staff member’s views. Throughout the data
analysis process, focus remained on the study’s research question: within a trauma-

informed care (TIC) accredited organization, how do staff conceptualize TIC, what are

their attitudes concerning TIC, and what are their experiences using TIC practices?
In addition to interviews, a focus group was conducted to clarify meaning and to

ensure that findings reflect the views of participants. Based on the interview data and
preliminary analysis, focus group participants were presented with summary statements.
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Ten participants were selected to participate in the focus group based on the combination

of their participation in the interviews, expressed interest in participating in the focus

group, and their representativeness of a particular group. Senior leaders and
administrators were excluded from the focus group due to concerns that front-line staff

would not feel comfortable expressing themselves in their presence. Six individuals
initially agreed to be a part of the focus group, but ultimately only five participated. It

should be noted that the focus group was facilitated prior to a full analysis of the
transcript data. Topics were selected for the focus group based on identified patterns that

emerged during the interviews and aspects of TIC that required additional information to
understand. To initiate conversation, the following statements reflecting these key topics

were shared with the participants on full pages with large font: There is no universal,

textbook definition for TIC; TIC has encouraged staff to be more curious about students

and the underlying causes of their behaviors; TIC is easier to apply to students who are
young, developmentally delayed, or present with classic PTSD symptoms related to an

acute trauma; TIC is consistently witnessed when students are in crisis; It is difficult to
consistently apply TIC concepts and practices to individuals who present with conduct
issues, even when they have a known trauma history.

During the focus group, there was minimal direction from the group facilitator
beyond summarizations, reflection of thoughts and feelings, statements of
encouragement, and occasional follow-up questions for clarification. The group was

directed to react to the preliminary findings and share whether it was similar or different
from their views. The group participants were also encouraged to share information that

they believed was important but was missing from the preliminary results. After the
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group had ample opportunity to share their thoughts about the findings, questions were

asked about whether a training or experience changed their beliefs about TIC and the role

race plays in their beliefs about TIC and their use of TIC interventions. Possible changes
in beliefs regarding TIC was explored to gain further understanding about how formal

trainings and/or experiences may influence the development of beliefs. The implications
of race on TIC beliefs and interventions was not sufficiently addressed in most
interviews, therefore, a group discussion offered another opportunity to gain clarity.

Utilization of the in vivo technique in qualitative analysis allowed for the names

of themes to come from direct quotes from participants. This approach gave an authentic
representation of staff’s experiences with TIC and strived to amplify their voices. The

use of first and second order coding led to a distillation of ideas from participants to form
distinct categories. During the first cycle coding process a word or phrase from the
interview transcript was highlighted to capture salient features of the data, while the

second cycle filtered the data further to generate categories. At the conclusion of the data
analysis process, eight themes were identified. These are included in Table 7.

The first theme, Understand Our Kids’ Worlds, highlights staff’s beliefs about the
importance of learning about each individual student’s current and past life experiences.

This theme best captures staff’s conceptualization of TIC within the context of their daily
work. The theme Slowing Your Judgement Down reflects how TIC has resulted in staff

becoming less judgmental and more curious about the children and adolescents for whom
they work with on a daily basis. I Adjusted Because She Needed This explores the real-

life adaptations that staff make in their work to better meet the needs of their students.
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The Kids Will Seek Him Out theme presents the power of the staff and student
relationship and identifies traits that exemplar staff seem to possess. But What About the

Staff? explores participants’ experiences with TIC and their belief that the singular focus

of TIC on students is at the expense of staff wellness. An exploration of the limits of
system-level TIC implementation occurs within the theme You Can’t Make Them Believe.

The theme I Don’t Really Know What Trauma-Informed Care Looks Like reflects on the
inconsistent TIC practices within the organization and the confusion regarding system

level messaging. Finally, the theme That's the work we have to do and I don't know how
to do it identifies some of the limitations of TIC, most notably an insufficient

consideration for systemic racism.
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Table 6
Demographic Breakdown of Interview Participants

Name
Participant 1
Participant 2
Participant 3
Participant 4
Participant 5
Participant 6
Participant 7
Participant 8
Participant 9
Participant 10
Participant 11
Participant 12
Participant 13
Participant 14
Participant 15
Participant 16
Participant 17
Participant 18
Participant 19
Participant 20
Participant 21
Participant 22
Participant 23
Participant 24
Participant 25
Participant 26
Participant 27
Participant 28
Participant 29
Participant 30
Participant 31
Participant 32
Participant 33
Participant 34

Age
41-50
51-60
51-60
51-60
51-60
41-50
41-50
21-30
31-40
31-40
41-50
51-60
51-60
51-60
41-50
41-50
>60
41-50
31-40
51-60
41-50
>60
41-50
51-60
41-50
21-30
41-50
41-50
31-40
31-40
41-50
21-30
21-30
41-50

Race
White
White
White
White
Black
White
White
White
White
White
Black
White
White
White
Black
Black
White
Black
White
White
White
White
White
White
Black
Black
White
Black
White
White
White
White
White
White

Center
1
3
3
1
2
3
10
3
3
10
10
6
7
7
7
7
1
1
6
6
6
6
37
37
2
2
2
2
10
37
37
37
7
7
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Position
Senior Leadership
Mental Health
Administrator
Senior
Administrator
Specialist
Specialist
Mental Health
Paraprofessional
Teacher
Paraprofessional
Administrator
Teacher
Teacher
Mental Health
Administrator
Senior Leader
Senior Leader
Mental Health
Mental Health
Teacher
Teacher
Teacher
Paraprofessional
Teacher
Mental Health
Mental Health
Teacher
Teacher
Mental Health
Teacher
Mental Health
Mental Health
Mental Health

Yrs. of Exp.
21-25
>25
>25
21-25
>25
11-15
1-5
1-5
1-5
11-15
>25
>25
21-25
1-5
11-15
6-10
>25
11-15
16-20
6-10
1-5
16-20
21-25
21-25
16-20
1-5
1-5
1-5
6-10
11-15
21-25
1-5
1-5
16-20

Table 7
In Vivo Themes from Phase 2 Data

Theme 1

Understand Our Kids’ Worlds

Theme 2

Slowing Your Judgment Down

Theme 3

I Adjusted Because She Needed This

Theme 4

Kids Will Seek Him Out

Theme 5

But What About the Staff?

Theme 6

You Can’t Make them Believe It

Theme 7

I Don’t Really Know What Trauma Informed Care Looks Like

Theme 8

That's the work we have to do and I don't know how to do it

Understand our kids’ worlds. “I think the work we have to do is really to help

our staff better understand our kids' worlds.” - Participant 16

Many participants reported that knowing a student’s story and their experiences
helped them understand the challenging behaviors that the student exhibits. TIC in daily

work means considering the underlying causes of the behaviors and considering “what

happened” to the student. Staff narrated learning to realize that past adversity should be
acknowledged because it is connected to the current functioning of an individual. The
understanding that an individual’s experiences are the root of challenging behaviors

appears to have guided staff to respond accordingly. Participants noted this led to
increased empathy for students. Participants place great value on the individual story for
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each student and believe this is a starting point for someone who is positioned to help a
troubled child.

Most participants identified the importance of their student’s life experiences and

how knowing each student’s story guides their responses. When asked to describe TIC in

their daily work, Participant 3 simply states, “Well I think the first thing it means is
knowing people’s stories.” Participant 21 explains further by adding that knowing a

student’s story is related to success in the classroom, and “if a student’s life experiences
are not considered it will be difficult for a teacher to be successful.” Within the TIC

accredited organization, primary importance is placed on viewing behavior through a

compassionate lens. Participant 4 explains,

Looking at those behaviors through I guess just the trauma they’ve

experienced.. .the reactions they have may not just be overt behaviors and kind of
interpreting it .in light of what their history is.I think that’s probably it. And
then so that’s the first piece looking at the why and the how of the behavior and
the second piece is what we can do to be helpful.

In the interviews, it is evident that the concept of TIC for staff within the

organization is directly related to building trusting relationships. The focused attention
on who the individual student is, where they come from, and what may have happened to

them builds the foundation for the relationship between student and adult. Participant 21
reflects,
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And understanding that everything that they bring to us comes from a life
experience.. .even if it is a behavior it comes from a life experience and
sometimes you have to attend to that first because .if you can’t build a

relationship and show that what they are going through is important enough,

[then] they are not going to learn anything from you.

they aren’t interested in

what you tell them otherwise (laugh).
The theme Understand Our Kids’ Worlds does not just focus on past experiences.
Many students who attend day treatment centers are experiencing ongoing trauma or
chronic adversity. These situations are dynamic and necessitate ongoing attention to

what’s happening in the life of that child. Participant 30 shares,
The younger kids, it’s extremely hard because there are days when like this is

happening to you right now. You’re living this today. This didn’t happen to you
five years ago. This is something that you experienced when you were seven and
now you’re 17. This happened 20 minutes ago. You just got off of the bus and
[now] I have to help you get through your day.

As staff learn increasingly more information about their students’ experiences,
they develop empathy for them. Listening to students’ stories about what they have
endured in their past or the challenges they face on a daily basis has allowed staff to

better appreciate their thoughts and feelings. This deep, intentional focus on another
individual leads staff to conclude that there is an explanation for the current behavior

problems that is external to the student. The following examples illustrate how staff view
empathy as a key component to their work with students. Participant 10 states, “And I've
got to be, look, it's not their fault. This is what is going on in their life currently.” This
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viewpoint is shared by Participant 27, who notes, “It helps with the empathy part of
it.. .for me. Cause there are definitely times when it’s frustrating.” Participant 12
describes the evolution of thinking as it relates to interpreting student behavior,
I used to think that Txxx's behaviors was always attention seeking. But when I.

thought about [what] the trauma would be.

[who]was my father and what did he

mean to me. Just because her father was in prison doesn't mean he didn't mean

everything to her. To lose him, to lose her mother, to have no aunts and uncles, to
be learning disabled and 18 and be alone in the world, it's awful.

The challenge of maintaining empathy for others when one is working within a context
where unpleasant interactions often occur is shared by Participant 13,
Just patience, empathy. You know, our kids do and say awful, awful things. And

very often it’s targeted at you know other kids and other staff, sometimes me.so

being patient to understand the baggage that each kid carries with them and
[understand] the [baggage] other staff members [carry with them].

Participant 8 shares that when witnessing another staff member work with a student she is
able to see the empathic approach between staff and student.

They’ll be coming out after a meltdown and they’ll be having their discussion on

what happened and how they could get there and it’s just super like you could just

see empathy and the trainings and everything just coming through and it’s just so
genuine.
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After a staff member learns about a student’s life experiences and develops

empathy for the student, a greater level of understanding is achieved. When sharing their
thoughts on TIC, participants repeatedly articulated that TIC has led to an increased
understanding of the connection between adverse experiences and emotional and

behavioral difficulties.

If you understand and accept.. .you can understand anything. and accept it in
your soul that these kids do what they do because they are still children that have

been neglected and abused. - Participant 20

Information about the Adverse Childhood Experiences’ (ACE’s) study and the

knowledge that adverse experiences can affect brain functioning brought clarity for some

staff.
When I’m telling this person or giving this person this direction and I’m trying to

figure out why it’s not making sense, but this person is already moving, okay, I
get it, I understand. All those, through the ACEs, understanding all of the effects

of trauma to your brain. So it did, it helped me understand. - Participant 25

It seems that staff’s genuine interest in a student’s life experiences builds empathy and a
greater understanding about their aberrant behaviors. Within a day treatment setting, this

general belief that student behaviors are connected with experiences establishes that the

source of the problem is external and not due to a deficit internal to the student. This
perspective lays the groundwork for a non-judgmental approach that focuses on
identifying student needs.
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Slowing your judgment down. “And it makes me very, very much in tune to

what the other.what the staffneeds, as well as what the children need. Just slowing
your judgment down.you know not being swept up into a crisis.” - Participant 23
Participants in the study work at an organization whose mission is to help

troubled and troubling kids learn and grow. Participants’ narratives suggest that they
bring their understanding of the organization’s mission to their work. They have an

understanding that they will face challenging behaviors from students in their daily work.

Despite the knowledge that their work involves helping students with challenging
behaviors, the intensity and frequency of the behaviors make it difficult to stay nonjudgmental. The implementation of TIC in the organization appears to support staff’s

efforts to look beyond the presenting behaviors, as Participant 5 describes

Trauma informed care. what it really helped me do is to look beyond that and
start saying what's driving this behavior and what is really underneath that maybe
we're not seeing and it's really help[ing] me not take the easy way [out]...

[T]here's got to be some other things at work here that I’m missing - Participant 5
Focus Group Participant 2 remarked, “Trauma-informed care has encouraged staff to be

more curious about students and the underlying causes of their behavior.” The
participants agreed that the more you know about the student, the better you’ll be at

helping that student learn and grow.

For staff within the organization, there is recognition that responses that work
with some students will not work with individuals who have experienced trauma. Being
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aware of a student’s trauma changes staff’s responses to the students. The staff response

becomes more thoughtful and less automatic, as Participant 28 indicates below.
The knowledge of knowing that these students have been through a trauma. The
knowledge of their behaviors after a point, they’re not hearing reasoning, and just
the fact of they are in just a crisis. helps me in dealing with them and knowing
that I can’t approach like I would with a student that has not been traumatized.

- Participant 28
Particularly when students who have experienced trauma are in crisis, staff look beyond
the presenting behaviors and consider a response that is most appropriate for the

individual.

Some staff referred to concepts from the Sanctuary Model when explaining how
they identify student needs. The Sanctuary Model is a trauma-informed program that was
adopted by the organization in 2009 to address the effects of trauma at both the individual
and system-level. The most frequently cited Sanctuary related item was changing the

question from “what’s wrong with you?” to “what happened to you?” when thinking

about the source of a student’s behavior. This lesson appears to have had a lasting impact
on staff within the agency as it was easily recalled and described during interviews and

noted in the below statements from Participants 12 and 10.
When I paid attention to Sanctuary, I thought it had some really solid principles.
I think it helped me to the most basic level. I think because we're all human, you

react to kids to say “Why are you doing that?”... and I think that fundamental
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question [that] you have to ask [is]“What happened to him?” And I think that
fundamental question change made me calmer. - Participant 12

Why is this kid doing this all the time? Then I go, oh, wait. This is what's going

on in their home life. Or this is what happened in their past. Even though they're
getting fed now, there was a time they weren't, and they're like, oh, that makes

sense, and it's like if people don't take the time to know that it's like wait, wait, but
really most of our kids have something. - Participant 10

Consistent with the interviewee responses, the focus group participants agreed
that TIC encourages staff to be curious about their students but added that obtaining the

information is a challenge. Through conversation among the focus group members, it

was revealed that the systems that are in place to communicate information about a
student’s experiences are not always functioning well. Focus Group Participant 3 shared
that case reviews are a good way to learn about a student’s past and current life
circumstances, but they are often difficult to attend due to competing demands. “More

people should be attending. And the communication issue is definitely something that

would encourage more trauma-informed care.” The group acknowledged that often times
there is useful information about a student shared in meetings, but there are barriers that

inhibit access to the meetings. In succession, Focus Group Participant 2 commented,
“making the time to attend,” Focus Group Participant 1 said, “It’s been a rough year,”

and then Focus Group Participant 3 concluded, “It is not easy.” Although there was
unanimous agreement that meetings such as case reviews provide valuable information

about a student’s experience and helpful to implement TIC, many people do not attend
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these meetings regularly. According to focus group participants, TIC encouraged

curiosity about what happened to the students but there remain challenges to the structure

of the program that doesn’t allow for direct service staff to consistently obtain
information about a student’s experiences from the larger treatment team.

Through training in TIC, specifically the Sanctuary Model, interviewees
suggested that they view behaviors in a non-judgmental manner. This leads to a more

objective understanding of what’s beneath the behaviors, which guides a response that
will be most helpful to the individual.

I adjusted because she needed this. “I adjusted because she needed this, you

know. She needs the skills, but she also needed to feel safe. [pause] Maybe traumainformed like we've had kids that go hungry, you know, and we know that they are

hungry. So they would cut up in the morning. Because it was like “I haven't eaten and
this breakfast is not enough.” So some staff will take a kid and take them to the side and

give them some extra [food].” - Participant 11

As judgement becomes suspended, the participants shared an understanding that
expectations are adjusted for young people who have experienced trauma based on their

individual needs. Participant 14 emphasizes the importance of addressing a student’s

emotional needs, or “putting the clinical first” as this participant notes, as it is essential
for individuals to be able to learn.

And that's part of the problem, is why so many kids, I think, do act out. They
don't get time that they need. And so we look at that, oh, that's lost instructional
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informed... like a trauma-informed classroom, it just has to be different. Kids can't

learn unless they're ready to learn. And that means their emotions, they’re self
regulated, all that list of things. They just can't. And so sometimes educators go
“well, they put clinical first” you know, we hear that a lot in the field and it's like

but understand until that's in place and they're in a better place, they can't learn.

And you have to be willing to accept that.

It is assumed that the participant’s use of the word “clinical” is related to the students’
social and emotional needs that are addressed through mental health services. Since the

day treatment centers provide both mental health services and special education to

students, there is a natural struggle among staff members with balancing treatment with
academic instruction. Participant 14 suggests that educators must be willing to make
adjustments in their approach that prioritizes the emotional needs of their students.

The assessment of a student’s needs appears to occur both formally and
informally. Often staff members obtain information about a student’s past experiences

and abilities from meetings and reports, while an individual’s state seems to be assessed

in the moment. Focus Group participants shared that much of their professional
development occurred informally. Participant 2 explains that new staff are exposed to a
lot of training without knowing how to apply knowledge into practice. “They don’t

know. And they’re just going through trainings. They’re not like actually connecting.”
Focus Group Participant 4 states that her development as a professional happened on the
job with a diverse set of experiences with her co-workers. “I’ve had the beauty and I was

blessed by everyone in that building who was able to teach me. I pulled from everybody
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in the building.”

Focus Group Participant 1 states, “.. .the exposure of staff to staff who

have kind of been there longer and gotten a grasp of it.” Focus Group Participant 2 share,
“what it means to be trauma informed, what it means to institute Re-ED.” Focus Group

Participant 1 adds, “Life experiences change people. But getting to witness, you know,
other people and how that their trauma informed mindset affects the situation I think is
really important.” This informal learning that occurs within the organization may assist
staff with being flexible with their approach, while staying aligned to TIC and Re-ED.

TIC has increased staff’s attunement to students and increased attention to their
needs in a sequential manner, starting with basic needs. For example, Participant 15
shared an understanding that past experiences have an impact on brain functioning. And
below, Participant 24 indicates an awareness of how trauma impacts the brain:
I got to go find out how to put the pieces together to say okay how am I going to

respond. And how am I going to do things that will build competency, that will
build neuro.neuro-pathways, because it can happen.

In the interviews, staff cited Bruce Perry’s work as they explain the connection between

past experiences and changes to brain functioning. In this manner, their experience
appeared to involve connecting training with what they were observing and encountering

in their work with students. For example, Participant 15 notes:

If I know more about what that client has experienced what has happened in their
life, I understand what their...especially with, you know, Dr. Perry's

neurosequential model, like...what does that look like for them neurologically,
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and then what are their...you know, what is their brain’s challenges.

- Participant 15

This attention to students’ needs and the subsequent planning for an appropriate

response reflected another dimension of awareness informing staff actions. For example,
Participant 5 shared a story about a student to highlight the importance of staff making
adjustments to meet the individual needs of a student, “you know you could just see how

she felt because it didn’t really matter what else happened at that moment for her until we
met that need (pause).. .everything else is really done deal.” Similarly, the willingness of

staff to make changes to their behavior and expectations was echoed by Participant 6, “so
I just kind of know how to adjust my sessions with him based on what the classroom has

told me or what he has told me or what I have observed in the building.” Finally,
Participant 3 shares an anecdote about staff making fundamental changes to the program

to meet the unique needs of a new student.

We knew right away before she even stepped foot in the door what we needed
because we had her history. We don’t force a kid to be in a group if they are not
group ready even if we don’t have a 1:1 aide we can figure it out because
otherwise we are not only traumatizing them, but other kids.

In this manner, the participants narrated the process of responding to a student’s needs,
which involved a process of determining if they are unable to be met with the typical

programming, and, if so, then identifying accommodations and developing an individual

plan. In the next theme, there is evidence that the use of these strategies have become
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apparent to staff and to students, who appear to be more responsive to adults who exhibit
these strategies.

Kids will seek him out. “You also see that these kids will seek him out[, saying,]
‘I need to talk to you. I need to ask you about this.’ I have sat in their group meeting

with them and you see the relationship carry over that then become[s] therapeutic. And
also see the kids in that class learn to help each other, because I think they witness the
staff in that class and they learn that behavior. So he is amazing with them.” Participant 34

When asked about witnessing TIC in action, most participants quickly identified a

classroom group or staff member that embodies TIC. The participants’ responses usually
involved a description of a person who was skilled with working with troubled children
and beloved by staff and students alike. Participant 12 provides a glowing description of

a colleague, “The way they cling to her.as this... this anchor to keep them in the middle
where they're not used to being, and the fact that she is always just there emotionally and

always considering their feelings.”
Participants report that these exemplar staff are attuned to the needs, wants, and
desires of the students with whom they work. The identified model staff have the ability
to develop trusting relationships with diverse groups of people. Most notably, the model

staff member is able to form relationships with students with whom other staff have
failed to connect. Participant 13 contrasts her approach to students with a colleague who

has strong, trusting relationships with students.
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And like instead of like...like I want sometimes to talk too much like, “[student

name], we are not going to put up with that behavior.” [or] “Get up off of the
floor,” you know. And [staff name] doesn't talk to him at all. He just likes picks
him up off the floor and puts him in the little enclosure, and the next thing you

know [student name] is like sucking his thumb and like holding [staff name]
hands. It's like a security blanket.” - Participant 13
Participants consistently identified staff who have strong connections with students.
These model staff members anticipate potential problems because they are sensitized to
minor changes in the student’s functioning. These staff project a calm confidence that is
observable by their colleagues, as described by Participant 10.

Like he just knows. He knows the kids. He knows their history and stuff. And
so based on who he is with, and if that kid is having a behavior, like he never gets

frustrated or something because he always makes sure he's aware of what's going
on.

Participants report that staff that demonstrate trauma-sensitive interventions and
are effective with students serve as role models. Staff within the organization not only

notice the exceptional work of colleagues, but enjoy sharing stories of these colleagues’

“magical” work with troubled children. The celebration of the paragons of TIC serve as a

daily source of inspiration and guidance for staff.

I think of him a lot when he interacts with the kids who are some of the hardest in

the building. And I learned so much from his calmness and his understanding of
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the kids. And I totally see him like just do like I learn from him the way he

responds in such a cool, calm way to a very chaotic room, a very chaotic situation

like it brings me down and it brings the kids down instantly. So I feel like that is

something that inspires me. - Participant 19
It appears that model staff members not only provide a valuable service to the
organization as they effectively help students with challenging behaviors learn and grow,
but they also reinforce TIC content from formal trainings as they put content into action.

There is a recognition from interview participants that some staff members have

achieved a higher level of performance and staff and students alike are aware of this
reality. The awe that was expressed by participants when discussing model staff members
suggest that this is a difficult position to achieve in this work environment. As discussed

in the next theme, for the many staff who are unable to achieve the success of model staff
members the work with troubled students creates significant stress.
But what about the staff. “You know what has been funny about that is when I

hear from staff who say there’s such a focus on the students, but what about the staff?

Why do we not take the same approach with staffas we do with the students...” Participant 5

Many participants expressed that the organization prioritizes the needs of students

over staff. They report that their work is difficult and they receive insufficient support to
be healthy and productive. Participant 7 shares that the application of TIC should not be
limited to just students.
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Trauma informed care means that you have to meet the kid where they are.. .and
the staff where they are because you know sometimes it’s not just the students.

the parents, the staff, it’s everyone that really needs to be met where they are.

- Participant 7
The work conditions were repeatedly identified as a challenge for staff. Most
staff included in the study, except senior leadership, described being face to face with

individuals who exhibit verbal and physical aggression frequently. The activities related

to staff work responsibilities were identified as a source of stress. Participant 18 shares,
“Adolescents who are dysregulated and have trouble controlling especially

uncomfortable emotions, (pause) they are physically imposing and I think that they

trigger for us that stress response based on a concern for our physical safety.” This

statement reflects the view that the challenging nature of the work has the potential to

cause stress and have a negative impact on staff. Due to the intensity and frequency of
unsafe behaviors exhibited by students, Participant 13 highlights a disconnect between
her experiences and the organization’s purported commitment to safety.

But it just feels like it doesn’t match at [name of organization]. Like
we’re...
we’re supposed to be nurturing and reeducating, but I just feel like we’re

in a building that’s terrifying to the adults. It’s terrifying to the younger children,
and it doesn’t match like [the message “]we care about you. We’re going to keep

you safe,[”} but then we’re quivering in the corner...in the corner at SCHOOL,

which is supposed to be a safe place. - Participant 13
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Participant 16 articulates the struggle that staff go through to maintain their commitment

to the organization’s mission when their safety is at risk.

When we have students that are chronically (pause)... unsafe. When...when the
safety of the staff is compromised by the...
the presentation of the students’ lack

of safety, then it becomes difficult. You know safety is one of those things that
everybody is vying for and, you know, it’s hard to be an advocate for kids when

kids are creating an unsafe situation for adults, you know.
The mission of the organization undoubtedly places staff in close proximity to highly
dangerous situations. These work conditions can be stressful to staff and will lead to

more serious problems if left unabated.

Participants expressed concern about the stressful nature of the work and how it
impacts their performance. Participant 33 remarked, “So there are times when I feel I’m

overwhelmed and I don’t know what to say next or [what] would be helpful.” This
sentiment was echoed by Participant 21 who shared, “The only struggle that I feel...is
when my cup is empty.”

It seems plausible that when staff are not cared for and they

are unable to recover from stressful events, they began to drift from a child-first

approach. For example, Participant 31 makes statements that suggests that the onus of
change is on the student rather than the staff member, which is a shift from I adjusted

because she needed this stance, as in the following statement: “If you [student] just come

in and you start tossing things.then it’s going to be same day as usual, man. But if you
work with us and show that you are making improvement, then we are willing to work
with you.” Another example was given by Participant 8 who describes her experience
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with tenured staff, “that’s what sucks coming in and you have all these people who have

been here forever and are like hating their lives and they try to warn you “that kid sucks,
that kid sucks.” Participants’ narrative of their experience within the organization

suggests the influence of the accumulation of stress extends beyond the work setting.

When the crises occur repeatedly without opportunity for a return to homeostasis,
Participant 23 notes that trauma can occur.

(long pause) Definitely, without question, the struggle with trauma informed care

is when you are traumatized. When you, I don’t know, I’ve been in some very
difficult situations with students before where you are the.. .you know where the

kids act out violently and you are on the receiving end of that. It makes it really
difficult to maintain perspective when you are...you know you got a lump on

your head or you know you got a bruise on your arm. Or it’s just the echoes of
the day [or] when they reverberate on your weekend when you are thinking about
the kids that have been damaged and you know that’s easily the most difficult part

is the I call it secondary trauma that that frontline staff endure because they are
working with traumatized, highly traumatized population. - Participant 23

If unaccounted for, it appears that the nature of the work and the demands of the
population that the organization serves can negatively impact staff performance and

potentially lead to traumatization of staff. These views were offered as both first-hand

experience and as a bystander to the phenomenon.
In a related manner, the concern about one’s ongoing care of self came up during

the interviews. Also narrated is the importance of taking breaks from the work but issues

that this is often not possible. For example, Participant 10 stated, “When [organization]
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first introduced the trauma-informed care, I think people bumped up against it

because.. .you go so long just feeling like you just can do, do, do...and you realize you

got to take care of yourself as well.” In the day to day work, Participant 10 shares the

struggle with putting self-care into practice.

How am I going to take care of myself? How do I...like even just tapping out,
taking breaks, like okay...
my safety plan says I should take a break you know, but

you know you’re like well, I can’t.

Interestingly, this statement suggests that the staff member has a safety plan, which is a
tool from the Sanctuary Model, but is unable to put it into action. This provides some
evidence that TIC has been applied to staff in theory, but there are challenges with

practice. Participant 4, who is in an administrator role, explains how she attempts to

apply TIC to staff members. This participant expressed the realization that after a highly
stressful event, like an assault, staff need time to recover prior to critically analyzing the
incident.

They're just feeling assaulted and hurt and betrayed and all those things that go on

with that and so probably attending to that and then later on trying to have them

see where this came from or maybe what triggered it.
Conversely, a mental health provider shared that some staff are frustrated because they
are not listened to when they share their challenges with the work.
I mean staff feel not listened to, staff feel like they are unsafe, staff feel

frustrated...the leadership sometimes looks at staff as sometimes not needing to
be taken care of, but as this is your responsibility, get it done. - Participant 34
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These two participants express different perspectives that suggest that the importance of
staff care is not consistently shared throughout the organization. Regardless, it is unclear

how staff would consistently access the resources they need to manage the stress that is
inherent in the work. When faced with unmitigated stressful situations, staff are at risk
for deterioration.

When TIC is only applied to students, staff are not adequately provided with the
tools to cope with the stress of their work. If this happens repeatedly, over time staff are

unable to perform at an optimal level. When a staff member perceives that their personal
safety is at risk, then it is difficult for them to remain curious about the underlying causes

of behaviors, maintain a non-judgmental stance, and make the adjustments to meet a
student’s individual needs. Depending on their exposure to unsafe situations and the
level of support provided to recover some staff may never fully believe in TIC, while

others struggle to maintain their beliefs.
You can’t make them believe it. “I mean a lot of jobs it’s easy to teach people
do this, do this, do this, but changing people’s philosophies about how they work is

[pause] a completely different and more difficult ta-a-sk. Right, like you can tell people

what to believe but you can’t make them believe it. Or you can, but that’s a really long

road to change someone’s thinking.” - Participant 34
Most participants expressed an understanding of the impact of trauma on students,

but not all shared the same set of beliefs about TIC. This is the case for Participant 2,

whose resistance to TIC is connected to the Sanctuary Model. Participant 2 expressed
simply, “I’ve never really been a big fan of Sanctuary.” For other participants, the
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frustration was not with TIC but with colleagues who were resistant to a TIC approach.
Participant 1 shared, “The biggest struggle that I've had has been with people who don't

believe it.” This suggests that there is tension between believers and non-believers of

TIC. It is reasonable that prior to an organization identifying trauma-informed practices,
staff must first have a shared set of beliefs about TIC. Based on interviews, there is
evidence that staff within the organization do not all endorse the same philosophical
approach to students.

Staff resistance to TIC appears to take different forms. Some staff will directly
state that certain aspects of Sanctuary/TIC are ineffective, while other staff communicate

resistance in a more indirect manner. Participant 19 seems to challenge one of the central
tenets of TIC by stating,

Some of the new staff have learned.. .“what happened to you, like I’m just going
to do whatever”.. ..[or] “I’m going to have that lighthearted feeling” but you know
like we can’t always have that [pause].that persona, we also have to be [fist

pounding] authoritarian, authoritative sometimes.

Other participants’ resistance to TIC are more indirect and manifest as a denial that their

success within the organization can be attributed to the implementation of TIC. For
example, Participant 9 shares, “Quite frankly we are successful because we are old school
with it.” This suggests that his success is due to his adherence to past practices and an

unwillingness to accept new ideas or trainings that the organization has disseminated. A

similar point of view was shared by Participant 23, “It [Sanctuary] gave new definitions.
It gave new [long pause].concepts that became part of our working lexicon. The
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treatment hasn’t changed terribly.” This participant is suggesting that the introduction of

TIC to the organization offered new concepts but didn’t significantly impact the day to
day practices. This resistance to TIC, both directly and indirectly, appear to be evidence
that some staff are unwilling to fully believe that TIC has value as both theory and

practice.
One factor in staff’s unwillingness to fully embrace TIC is the perception that the

decision to implement TIC came from senior leadership. Staff cynicism as it relates to
top-down organizational initiatives appears to have contributed to the reluctance of some
staff to fully accept TIC. Some participants verbalized a general suspiciousness about

TIC because it was a top down initiative. Participant 9 remarked that the organization
was “making a change for the sake of change” and “that they are pushing an agenda that
doesn’t have any real-world application.” Participant 24 expressed lingering opinions
from staff about the initial cost of hiring consultants to implement Sanctuary and the lack

of buy-in by senior leaders in the organization.
I think that it was at a time in which we weren’t getting raises and we spent a ton

of money, we spent a ton of money on it [to implement the Sanctuary Model] and
then they say things like “you know that not everybody is Sanctuary”, you know,

and they mean Central Office. - Participant 24

For other staff, there may be resistance to adopting TIC because of an absence of vision
for the organization. Participant 22 expressed a lack of certainty about the direction of
the organization, “I sometimes don’t know where we [the organization] are going,

because things are changing.” The resistance to believing in TIC seems for some to be
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based on the top-down nature of the selection and implementation process of the
Sanctuary Model.

Even when there are not concerns about the reason for implementing TIC,
participants’ narratives suggest it is difficult to change the beliefs of people that don’t

intuitively connect with TIC concepts. Within the organization, staff acquire knowledge

about TIC both in formal professional development trainings and informally at their
center. For this reason, the culture of the workplace should be considered as a factor in
changing or reinforcing staff beliefs regarding TIC. Participant 30 described the
importance of having a cohesive team of staff and trust in center leaders.
I think just the strength of the staff at this building is helpful. And having a tight

team, you know, we all talk it out at the end of the day. We take it to our
administration, and you now, this [is]what we are seeing.. .what do you want to
do with it? What do you think we should do with it?

In this example, the participant shared that not only does she have frequent conversations
with the staff members that she works closely with, but she also feels comfortable

communicating with building administrators. The numerous conversations with the staff

in her building provide opportunities for informal learning that has the potential to
reinforce TIC concepts that she learned in formal trainings. For staff who are not as
fortunate to be placed in a positive work culture, it may be difficult to maintain or

develop strong beliefs in TIC. As outlined in the next theme, when staff do not have a

shared set of beliefs, then practices will vary.
I don’t really know what trauma-informed care looks like. So, I think we are

mindful of trauma, I don’t really know what trauma informed care looks like, because I
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recall when I was trained on, you know when we had the you know trauma one, trauma

two, trauma three...alright great, there’s trauma and we understand that -- now how do

we translate that. -Participant 32
Of all the questions that were asked of participants during the interview “tell me a

time when you witnessed TIC in action” produced the least amount of content. Many
participants struggled to describe one example of TIC in action. Participant 6 stated, “To

pull out a specific example... [long pause] I’m going to have a hard time with that one.”

Similarly, Participant 11 was motivated to offer an example of TIC in action but was

unable. “Probably a lot [of examples] but [laughter] now you're trying to make me think
of one.

I know there's thousands of them I just can't think.” The participants’ interview

data suggest that TIC remains largely abstract for some staff. For example, Participant 3

explains, “I struggle not the concept of it [TIC], [but] the integrating it into our lives here

at [name of organization].” Participant 7 shares, “I’m just going to have to be all honest
with you, I had one training on it and I don’t feel like I have a real understanding.” For

some participants, the issue isn’t whether they believe in TIC concepts, but instead it’s

whether they can accurately and confidently define a TIC practice.
When the Sanctuary Model was selected by the organization as a vehicle for
providing TIC it was communicated to staff that the Sanctuary Model would not replace

Re-ED. This side by side presentation of two separate set of principles, albeit closely

aligned, has led to some uncertainty. Participant 25 expresses confusion about the

direction of the organization ostensibly due to the presence of two separate philosophical
approaches, Sanctuary and Re-ED.
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Well, I was confused, because I was like wait a minute this is the driving force of

what our mission.. .mission statement is, so we are shifting and unfortunately for
me my view is as the years have progressed Re-ED has disappeared and

Sanctuary has kind of been leading. - Participant 25
Similarly, Participant 22 connects the introduction of Sanctuary within the organization

to a decline in teachings about Re-ED. “I think that there was more of a pushback when
we first started Sanctuary that was at [name of day treatment center].we didn’t explore,
we weren’t exploring Re-ED as much.” Participant 20 expresses affection for RE-Ed and
an understanding that the philosophy is trauma-informed, but incorrectly states that it is

no longer taught to staff.
The other thing that is brilliant that [name of organization] does is.is Re-ED.
And Re-ED is all in that trauma-informed care. RE-Ed is brilliant. You know
Nicholas Hobbes, what a great guy. But unfortunately, they don’t teach that.

- Participant 20

Throughout the focus group, the participants remarked that the organization has moved
away from Re-ED and this has led to challenges with new staff’s performance. Focus

Group Participant 3 states “Re-ED, it’s so basic, it’s so simple, it’s so straight forward.

And I feel like it worked.” Participant 2 opines, “Fifteen years ago if you asked the staff,
tell me the principles of Re-ED, they’d sit there and rattle them off every single one of
them.” The unsureness about how Re-ED and Sanctuary fit together and which one takes

precedence may be a factor in the inability of some staff to identify TIC practices. This
ongoing debate may be impacting staff’s ability to accurately label the practices that are
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utilized with a student - this debate may cause staff to wonder, “is this a Sanctuary

intervention or is this a Re-ED intervention?”
The decrease in emphasis on the Sanctuary Model is supported by this statement

about a Sanctuary tool from Participant 20, “I didn’t know anything about SELF as S-EL-F, you know. I didn’t know that was all through training.” The decline in the use of
tools was also shared by Participant 10, “I mean I don’t think people ever call red flag

meetings anymore. Well, people don’t do the community leads anymore.” Issues with

fidelity to the Sanctuary Model may be related to less time in professional development

sessions, referred to as “inservices” within the organization, dedicated to instructing staff
on content related to Sanctuary.
I feel like I definitely knew it when I took the training when I first got here after

that I really don’t remember the distinct.. .but we have been through a lot of

inservices so I’m...I’m sure we could have went over it somewhere.

- Participant 26
On the other hand, it is unclear whether formal professional development training on TIC
are the most effective way to teach staff. Participant 28 explains that the number of

participation hours in professional development doesn’t necessarily translate into more

prepared staff.
I say that you get a training for 3 hours or 4 hours or even 8 hours and to digest it

and to really be able to live it.

it takes more than that. I think. I’m probably

being thrown into the fire pit so to speak.

know to really be effective.
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I know about 3% of what I need to

This perspective is also shared by Focus Group Participant 2 who expresses concern that
the staff are given too much training, “We’re talking about Re-ED and then like bringing

in the Sanctuary and then sometimes I question whether it’s just too much.” Focus Group
Participant 3 reacts to the statement by sharing, “It’s like we get a new staff who has

never been in this setting and we were like, you know, here’s everything. Do this. And
it’s just too much at once and too confusing.”

When staff are able to identify TIC interventions, their responses vary
considerably. For many, there seems to be agreement that TIC influences their
interactions with students, but defining those TIC interactions remain nebulous.

Participants 28 and 16 both share similar views on TIC, “it guides me every day on how
to approach students” and “mental perspective that I take and carry with me in my
interactions with staff and kids.” Participant 4 further explains the thinking process

related to TIC, “It guided me.. .just looking for the trauma and thinking okay this is
influencing.. .he is in a highly sensitized stress response so that’s why he’s doing this.”

This alignment of beliefs among staff members is noteworthy, but there is a lack of detail

regarding how an “approach” or “mental perspective” manifests into action. The

narratives suggest that when TIC beliefs move to actions, staff articulate this in diverse
ways.

Some staff report that TIC practice encompasses all interactions with students.
Participant 14 shares,

It’s everything from how you greet a child in the morning to how you work with
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them when they have work to do.. .how you talk with them. When to talk about,
what not to talk about, the tone of voice, your body language.
Defining TIC as something that permeates all interactions with students was supported by
Participant 21’s description, “I think that their [staff] body language is still very non-

threatening...and their tone of voice is all the way down.” Conversely, some staff select

aspects of TIC that they deem as useful to be used as needed and at their preference.
Participant 2 noted,

You take bits and pieces of what’s ever the hot topic of the moment. And you can
find a lot of stuff is useful and I wouldn’t say the rest isn’t useful but you just
don’t have enough time to consider it or apply it.

This narrow perspective that TIC can be divided into discrete parts rather than a holistic

philosophical approach to care is also shared by Participant 26, “I don’t think that you
have to necessarily focus on the past trauma all of the time, but I think it has a place. I

subscribe to the more solution focused therapy.” For other staff, TIC in practice takes the
form of psychoeducation for students. Participant 33 states the need for “Educating

youth on adverse situations that happen around them.” This view is shared by Participant
19 who states, “My lessons are basically addressing trauma-informed care. Like I’m
definitely trying to hit those marks of self-awareness, self-esteem, positive thinking.” For

these participants, TIC in and of itself is the intervention in the form of lessons for

students. Finally, many staff referred to brain functioning and Bruce Perry’s work,

particularly the neurosequential model of education (NME) and neurosequential model of

therapeutics (NMT) problem-solving tools, when identifying TIC practices. Participant 8
127

shares how movement is an example of TIC, “It’s totally every day but in particular with

the toughest kids [TIC is evident] with the movement things with NME and NMT.”

When participants refer to the NME/NMT model, they often report the importance of

attending to the sensory and regulation needs of each individual. Participant 3 states that
TIC practice is “based on not only the intellectual needs and behavioral parameters, but
what are the sensory needs.” Participant 34 agrees that sensory interventions are a key
component of TIC practice, “I just want you to know.. .[that related to] trauma informed

care the sensory stuff for me is ...the biggest gain.” Similar to sensory interventions,
participants identified regulatory interventions as an examples of TIC in action.
Participant 1 shares a time when she observed TIC in action, “the administrator also did

the parallel self-regulating.modeled self-regulation.” The focus on sequencing

interventions was also shared by Participant 4, “Being able to calm and co-regulate the
kid...
talk to them in a way as opposed to setting limits and zero tolerance.. and getting

them to a place where then they can hear them and move forward.” In summary, when
challenged to identify TIC practices, participants described TIC in many different forms.
Among others, staff articulated that TIC is present in all interventions, used only needed

and appropriate, evident in student lessons, and as sensory and regulatory interventions.

The interview data suggest that there is not a universal description of a TIC practice
within the organization.

Interview data suggests that staff struggle to identify TIC practices within the
organization. One fundamental issue may be the presence of two separate philosophies,
Re-ED and Sanctuary, within the organization which leaves staff unsure about the

appropriate label for their interventions. Also, staff verbalize that there are limits to the
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effectiveness of formal trainings as it relates to the application of trauma-informed
practices to different situations. Finally, the lack of a universal definition for TIC
practices has led staff to independently make the determination about what is traumainformed.

That's the work we have to do and I don't know how to do it. I think that's the

work we have to do and I don't know how to do it. And I think our staff need to become

more race... race conscious, you know, like I don't think...like what's going on in the
social-political climate now, I don't think our staff even have... it's not even registering

with him...that kids bring that in. - Participant 16
Throughout phase 2 of the study, participants identified various limitations of
TIC. These limits seemed to stem, at least partially, from their own conceptualization of
TIC. Based on data, there seems to be a continuum of understanding regarding the limits

of TIC that ranges from simple to complex. The deeper the understanding of TIC, the
more factors to be considered, and the farther along the continuum the participant fell.

Some participants maintain a simplistic conceptualization of TIC that remains focused at
the individual student level. Other participants consider how TIC intersects with various

factors such as the students’ family, their community, and the systems the student
intersects with. A select few participants understand the complexity of TIC and consider

how cultural values and beliefs penetrate all aspects of the student’s life. Participant 16
points to a lack of “race consciousness” by staff that leads them to not fully understand
the factors that contribute to students’ problems and may lead them to remain focused on
the individual’s characteristics. The name of this final theme captures the powerlessness
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that staff feel when they experience the realization that TIC is limited because it fails to

address cultural beliefs like anti-Blackness. Race-consciousness, as Participant 16

suggests, serves as a knowledge base and a way of understanding racism not only as the
root cause for the trauma that many students experience, but also a factor in interactions

between staff and students.

Many participants articulate the limits of TIC at the individual student level. This
simplistic understanding of TIC leaves the individual student at risk for blame when

interventions are unsuccessful. As anti-Black beliefs seep into staff’s understanding of
student behaviors, labels are applied differently depending on the student’s social

identity. There appears to be an interruption of TIC beliefs when age, race, and gender
figure into the narrative. The data suggests that Black adolescent males trigger TIC to go
off-line for many staff. To justify why a different response other than TIC is
appropriate, the participants label behaviors as “conduct.” When a set of student

behaviors are deemed “conduct,” then staff seem comfortable with moving away from

TIC practices and towards control and exclusion. Focus Group Participant 4 remarked,
“So it definitely is harder I think to approach with a trauma informed attitude when

students having a lot of conduct and repeatedly damaging property.” Focus Group
Participant 3 agreed that it is more difficult to apply TIC to a student exhibiting

“conduct” problems and seemed to defend the lack of TIC approach, “that’s just part of

the natural response to proactive aggression.” The frustration that the focus group

participants expressed as it relates to student “conduct” problems was similar to the

interview participants. Participant 13 states, “It’s harder for me like being in a building
with older kids where I feel like at some point there’s got to be more accountability.”
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Participant 12 states, “He had guns background, multiple guns, and he was mentally ill,

but his criminal behavior was too severe.” Participant 9 expresses his frustration not only

with the student behaviors, but also with the response from the organizational leaders.
Property destruction and pulling the fire alarm and the assaults to staff, and the
assaults to the other peers and the continuous things from the same 4 or 5 people

who never get any sort of sanctions or... or consequences people can get into
restraints two three times a day and assault staff and then get to play in the gym or
go to running group or get to go to outings on that day or the next day you know

someone from administration let them do whatever the hell they want for the rest

of the day with no or any sort of consequence whatsoever.
This perspective is supported by focus group participants who verbalized that TIC is not

addressing property destruction or violent behavior and may be making them worse.
Participant 4 shares, “You know, kids are ripping stuff off the walls, tearing up the

buildings, you know, [and the staff are] slow to physically intervene based off of trauma
informed care.” Participant 4 was suggesting that staff are delaying the use physical

restraints to stop property destruction in the day treatment center. Participant 3
responded to Participant 4’s remarks by bluntly criticizing TIC, “It becomes an excuse.”
This statement marks a shift away from TIC as student behaviors are no longer

interpreted as a response to their life experiences. For some staff, TIC is not only
difficult to apply to situations in which a student is intentionally destroying property but
that TIC practices may not be the best response to these behaviors.

Participants appeared to move comfortably away from a TIC approach and to a
punitive approach that included physical interventions when the focus remained at the
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individual level. This is most frequently reported when staff are sharing information

about adolescent students. Given the demographics of the centers, the unspoken
dimension of this discourse of “conduct” is that much of the behavior referenced is
associated with students who are Black and who are male. There appeared to be a shift in

describing non-conforming behavior as a emotional reaction or a manifestation of past
adverse experiences to a description of this behavior among adolescents as intentional

and manipulative.
There were some participants that moved beyond the individual level when

discussing the limits of TIC and identified challenges with families. Focus Group
Participant 6 expresses concern about the lack of parent involvement, “when we talk

about trauma informed care and one of the biggest pieces are missing out... is parent
involvement.” This statement is echoed by interview Participant 5 who shares, “Parents
used to be a lot more involved.” These verbalizations suggest that TIC is limited by

parents who are not sufficiently involved in their child’s education. While these

narratives reflect an understanding of the effectiveness of staff and parents working
together, they also convey an absence of race-consciousness concerning historical and

current influences that shape the day-to-day realities of Black and Brown families.
Other participants identified community level problems when discussing the
limitations of TIC. Focus group participants identified students’ parents and the

communities in which they live as contexts which TIC doesn’t address, as in the case of
Focus Group Participant 4,who located the source of the trauma in the family when

noting, “Where they experience the trauma is often where we are sending them home to.”
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Focus Group Participant 5 relays comments that she heard from one of her students,

“Why do I learn these skills? Because pretty much every day people are dying where I’m
at. So why do I bother.” Ostensibly, the participant believes that the resistance among

her adolescent students to developing new skills to cope with past adversity is because of

the students’ view that their current unsafe living conditions are unfixable.
Other participants seem to grapple with system level issues that are not only an

ongoing source of trauma for students but seem to be largely untouched by TIC efforts.

For these staff members there is a verbal acknowledgement that the conditions that led to
an individual’s traumatization often go unaddressed or remain outside of the control of

the work of the organization. Focus Group Participant 1 reports that because TIC doesn’t

change conditions outside of the day treatment center, it is necessary to provide life skill

lessons.
But for you [student] and your situation, in your context, they're [outside entities]
probably not going to ask you how you're feeling. Like there, there's a situation

where I need to teach you the skill to protect you and keep you safe. It may not be

connected to trauma informed care. It's, I don't know, survival and an adaptive
skill.

This view was shared by Participant 25 who believes that TIC will not adequately prepare
her Black students to stay safe outside of the day treatment center.

You know if that were the police.. .you are young African American male, no one

outside of this building understands that you have this mental illness, no one
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understands that, no one knows that you have a safety plan, no one cares about

your safety plan.
The challenges that Participant 25 is referring to is system level issues with criminal

justice, in this case with policing. Focus Group Participant 2 suggests that TIC isn’t

relevant to her Black students, so she has found additional resources to work with her

students, “They want something they can connect to and relate to. So I found this book,
it’s called Black Lives Matter and they have all, all short stories.” The challenges that
Participant 4 is describing is related to a lack of culturally relevant literature in schools.

Some staff did feel comfortable discussing the connection between TIC and race.

Their views varied, but all agreed that TIC’s utility is limited because it doesn’t address
race. During an interview with a center administrator (Participant 16), the topic of race
arose in a conversation about trauma-informed care in practice. The participant suggests
that a limitation of trauma-informed care is that it doesn’t adequately address the issue of

race.
PA: So I think that's the work we have to do and I don't know how to do it. And I

think our staff need to become more race. race conscious, you know, like I don't
think...like what's going on in the social-political climate now, I don't think our

staff even have... it's not even registering with him...that kids bring that in.
AM: Right.
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PA: Kids bring in the fact that Donald Trump is the president and they feel

worthless and useless as individuals being a minority in this country right now.

They bring that in.

AM: Yeah.
PA: And if that teacher is of a different race that teacher is representing

something more than what they realized to the kid. So AM: Can you be quote, unquote trauma trauma-informed care without having
staff who have that race consciousness?
PA: No. No. Not genuinely, not authentically, and not wholeheartedly, not

comprehensively, no. You have a piece of it, but you don't have the whole, and I
think that's what trauma-informed care is about is having an appreciation for the

whole person.
Participant 18 provides insight into why it may be challenging for staff at a TIC

accredited agency to not maintain a race conscious perspective with the students that they

work with.
I think people are focusing on what is more comfortable to talk about and I

frankly say to like being an advocate for people with mental health conditions it is
hard work as it is. And in a country where we don’t want to have difficult

conversations as that ally it might be hard to raise yet another layer to this
conversation one that we know most folks would like to avoids in order to invite
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the people most impacted by disparities at the table we need to have a honest

conversation. - Participant 18

Summary
This chapter included the results from phase 1 and phase 2 of the study. Phase 1
findings provide evidence that staff working at the organization maintain favorable

attitudes toward TIC (M = 5.38 on 7-point scale). Notably, participants from the senior

leadership and center 1 groups produced the highest (most favorable to TIC) scores. The

paraprofessionals’ group, which represents staff with the least amount of formal
education, produced the lowest scores (least favorable to TIC) compared to other

positions in the organization. Phase 2 findings indicate that staff within the organization
view student behaviors through a TIC lens as illustrated within the themes Understand

Our Kids’ Worlds, Slowing Your Judgement Down, and I Adjusted Because She Needed
This. The theme Kids Will Seek Him Out discussed how exemplar staff members are

integral to TIC as they form healing relationships with students and serve as models for

staff. healing power of relationships. The limitations of TIC were captured with the

themes What About the Staff, I Don’t Really Know What TIC Looks Like, and That's
The Work We Have To Do and I Don't Know How To Do It. As both strengths and
challenges were documented, the two phases of chapter 4 offered a balanced set of

findings of staff’s experience with TIC.
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CHAPTER V

DISCUSSION

This study focused on a singular case to better understand the beliefs and
experiences of individuals working in an accredited TIC organization. Previous chapters

have offered sound justification for the decision to implement TIC into an organization

whose mission is dedicated to helping troubled children learn and grow. But as TIC
continues to spread beyond the psychiatric hospital setting that it originated from, the

practice of TIC becomes increasingly more amorphous. Within the select organization,

divergence in operation occurred as TIC was translated from the abstract idea (ostensive)
to the actual performance (performative) (Feldman & Pentland, 2003). By amplifying the

voices of staff, I was able to identify some of the key factors that affect the performance

of TIC within an accredited TIC organization.
Phase 1 of this study offers a wide lens view of the status of TIC implementation

at a large non-profit, while Phase 2 zooms into the individual beliefs and practices. The
utilization of a questionnaire in Phase 1 captures the general tone of staff as it relates to
TIC. The interviews and focus group of Phase 2 uncovered nuanced beliefs about TIC
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and disparate views about what TIC looks like in practice. The comparing and contrasting

of the results from the study’s two phases produce a more complete picture. The phase 1
results establish the form, while phase 2 fills in the color and texture.
This study illuminates the challenges with translating theory into practice. When

TIC beliefs are expressed as actions, many factors appear to be considered by the
participant. This includes the context, the individual characteristics of the student, and
the beliefs and behaviors of staff who are in close proximity. Although practices are

guided by rules and expectations, the particular action of a staff member is
improvisational in that it also takes into account actions taken by fellow staff members
and the details of the situation (Pentland & Feldman, 2005). Furthermore, the individual

characteristics of the staff member are relevant to how TIC beliefs translate into practice.
Most notably, these characteristics include staff members’ beliefs about race and their
own experiences with adversity. Due to the fact that TIC does not outline prescribed

practices, the theory seems vulnerable to interference from many factors as it moves into
action. In the following sections, I’ll present a synthesis of findings, discussion of how
my interpretation assists with answering the research questions, recommendations to

address challenges related to TIC, and areas of possible future study.
Synthesis of Findings

Generally, whether through the scale (Phase One data collection), the interviews,

or the focus group (Phase Two data collection), the results indicate staff consistently

report positive attitudes toward TIC. Regardless of whether or not they are responding to
an objective measure or narrating a subjective response to an interview question staff
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consistently endorse the concept of TIC. Even the most ardent resisters of TIC practices
acknowledged that a person’s trauma should be considered in their work. Only as mean

ARTIC data is contrasted across groups and themes are identified from interviews and
the focus group does it become evident that staff beliefs about TIC are nuanced, which
impacts practice. Building from key findings of the study, I offer an interpretive

discussion of the meaning of the data to addressing the research questions, including the
following three core themes for discussion.
The variation between ostensive and performative dimensions of TIC

provides insights into the contextual richness and heterogeneity of the performative
dimensions of TIC. Consistent with the literature, staff within the organization have
favorable beliefs about TIC, but there is variation in terms of actual practice. Since the

TIC model intentionally withheld a prescribed set of practices, the organization seems to
be engaged in a dynamic process of changing routines. This may prove to the be the

most prudent response to meet the complex needs of students served by the agency, but
this unpredictability creates challenges when attempting to operationalize TIC practices.

The findings indicate that a shared set of beliefs regarding TIC doesn’t necessarily imply

consistency with practices. In this manner, there is some degree of variation between the

ostensive and performative dimensions of TIC.
Based on the results of Phase 1 and Phase 2 of the study, most staff working at an

accredited TIC organization have favorable attitudes toward TIC. Considering the size of
the organization, the length of time that has passed since the initial implementation

(nearly a decade), and the diverse population of students that the organization serves, it is
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remarkable that the attitudes toward TIC were consistently positive across staff. This is

most notable in Phase One where participants endorsed statements that are consistent
with TIC principles through the ARTIC scale. The results of the interviews and focus

group in Phase 2 of the research support the results of the ARTIC. Staff report that

someone’s past experiences are important to understanding what that individual needs to
be successful. Staff understand the impact of past experiences on brain functioning and

how disrupted development leads to aberrant behaviors. They express deep empathy for
the students they serve and are committed to perform their job in a way that works toward
the goal of healing. In terms of staff’s general view of TIC, there is some degree of
consensus about its value.
In terms of comparing with results in the literature, the organization’s success

with using staff training and adopting a TIC model is consistent with research findings on
the impact of TIC training and implementation. Similar results were achieved at an

organization that conducted staff training with the Risking Connection (RC) TIC
program. The training led to increase knowledge with RC concepts and an increase in
favorable staff beliefs to TIC (Brown et al., 2012). It appears that an organizational

commitment to change coupled with the use of a curriculum and training program can

establish a foundation of favorable staff beliefs related to TIC.

Remarkably, staff years of experience did not explain their attitudes related to
TIC as staff responses for this measure were all consistently favorable. There is no

discernable difference (only at the thousandths place) between staff in the 1-5, 6-10, 11
15, and 16-20 years of experience groups. These results are not consistent with the
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literature as years of experience is identified as a factor in determining staff favorability
toward TIC. It was found that staff with less years of experiences (fewer than 1 to 10

years) were more favorable to TIC than staff with more years of experience (10 to 20
years and greater than 20 years) (Kenny et al., 2016). The results of the current study
suggest that favorable staff attitudes toward TIC can be achieved across a large

organization regardless of the number of years of experience.

Favorable attitudes about TIC among a majority of staff do not equate to similar
performance among staff as it relates to TIC practices. The current study indicates that
the application of TIC is dependent on the setting and the population of peers with whom

staff are working. Organizational routines depend on the connections among staff and

their behaviors to form a pattern that can be identified and talked about (Pentland &
Feldman, 2005). As staff members formulate a stable definition of TIC they continue to

interact with groups of people, some of whom are going through the same process, which
has influence on their lasting beliefs and practices related to TIC. If there are colleagues
who are actively resistant to TIC, an individual staff member may not fully embrace TIC

or create a set of exceptions for different aspects of TIC.

The variation in some of the role-group responses in Phase 1 offered

foreshadowing for the divergence of responses in Phase 2 when the conversation turned
to application. For example, participants assigned to the center with the least favorable

ARTIC scores (Center 3) expressed more criticism of TIC. Also, the group with the

highest ARTIC scores belong to senior leadership who infrequently provide direct service
with students. This indicates that where one works and the nature of their work matters
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with respect to their beliefs and experiences with TIC. It provides insights into the

contextual richness and heterogeneity of the performative dimensions of TIC.
At most TIC trainings, the participants are rarely at the same point in their career,

with years of experience varying greatly across the group. Based on when staff members
started at the organization, their training experience varies. Staff development has

evolved over the years to integrate new information regarding best practices in work with
individuals with emotional and behavioral difficulties. The changes to formal
professional development trainings represent adjustments to the ostensive part of
routines. For a long-tenured staff member, exposure to different versions of the ostensive

routine may influence their performance in a different way than a staff member with
minimal experience who has only participated in one formal training. Each successive

training for a staff member has the potential to both reinforce the foundational principles

of TIC while also contributing to variation in the performative aspect of TIC. At the time
of enacting a routine practice, the different professional development experiences of the
involved staff likely factor into how TIC is practiced. Participant 30 reinforces the
importance of being surrounded by experienced staff as it relates to her performance.

But definitely here we can do that. I don’t feel like we can do that at [center
name] or [center name],.. And there is just so-o-o much experience in this
building. It allows you to speak to kids and listen and made me kind of have to

step up my game.
Within the organization, many staff develop beliefs and acquire work skills
through informal learning. The social interactions of staff members with peers is a factor
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in their learning. If there are staff who retain doubts or resist the ideas framing TIC and
these professional orientations are not given a chance to surface or be examined within
adequate professional development strategies, then TIC practices will slowly erode.
Participant 25 stresses the importance of the social environment for new staff members to

develop effective skills.
I went to college, I have my degree, got it. But when you become part of other

organizations, and that’s any organization, you become a member of a sorority,

fraternity, any outside organizations you still have to become accustomed to what

their traditions are. The climate, the culture of the building, the population, what
are the techniques and the strategies and curriculum.

As indicated by Participant 25, there is a culture in the organization itself and there are
subcultures that form at individual sites. Depending on the interactions among staff

within certain groups, TIC principles may be reinforced or challenged through daily
interactions. This could be represented on a continuum with one end having a deep
understanding of the complexity of trauma and the need for individualized responses and
the other end having a simple definition of trauma and the need for application of

consistent responses. This continuum is shaped and reinforced by the conditions both

within and outside the organization. The result of this nuanced understanding of TIC
among staff members in a large organization is an expression of practices that is
variegated and susceptible to change.

There are challenges to implementing TIC at an organization that maintains six

programs that are in different geographic areas and serve students with profoundly
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different needs. Following exposure to TIC, the context in which staff members function
professionally is critical. Where one works and the type of student with whom one works

affects the performative part of the routine. In addition to typically developing students,
the organization educates and treats children and adolescents with mild to moderate

cognitive delays at one center and individuals with autism at another. The student
population with which staff are assigned to work contributes to the variation of contexts

across the centers. In addition to student differences, the geographical separation of the

centers leads to differences in the performative aspect of routines across the organization.
This creates challenges with system-level training initiatives and support plans as the

needs of each center are unique.
One of the challenges with identifying a trauma-informed practice is

understanding the ways in which TIC may be embedded in everyday routines and

activities versus complete reliance on a specific treatment modality. For some students
who are traumatized, it is not one hour of trauma-focused cognitive behavioral therapy
per week as performed by an independently licensed clinician that is in need, but instead

frequent opportunities to engage in interventions such as playing the drums or practicing
basketball. The organization’s training on Bruce Perry’s work, particularly the

neurosequential model of therapeutics (NMT) and neurosequential model of education

(NME) seemed to have a positive impact on staff. The NME/NMT clinical problem
solving tools and the accompanying recommendations offer concrete examples of trauma

informed practices that are often viewed as simply healthy living (e.g., running, drawing).
The “informed” part of trauma informed care means that professionals are considering

someone’s adverse experiences not only prior, but also throughout engagement with staff.
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The professional skills that are required determine the dose of the therapeutic activities,

whether traditional or non-traditional, and the context in which students receive this care.

As it relates to NMT/NME, the performative aspect of TIC is so varied and
individualized that changes to the ostensive may be necessitated.

The implications of consistent favorable attitudes among staff toward TIC and
inconsistent, or varying, staff use of TIC practices include considerations of staff agency

and conditions within the different sites. Organizational routines have the potential to
change because of the individual agency of staff members performing the routine and the

unlimited number of factors that could be present at the time of the action. These factors
include the formal and informal education that the staff receives, their center assignment,

and the nature of their work. The performative aspect of a routine reflects the individual
staff member’s agency (Feldman & Pentland, 2003). Although each individual staff

member has the power to act, there is an interconnectedness among staff within the
organization that influences staff agency. For example, the acceptance or rejection of a

student with a violent history into the program is made by individuals with organizational
positional power. These decisions by senior leadership could impact whether a staff

member deviates from the ostensive aspect of a routine. If over time it is determined that
the deviation in the performative aspect of the routine is warranted, then individuals with

power could incorporate these deviations into the ostensive part of the routine thus
turning the exceptions into the rules (Feldman & Pentland, 2003). Due to the fact that

TIC doesn’t endorse or require specific interventions or programs, the performative
aspect of TIC is boundless. As staff are confronted with contextual differences at centers
and continue to develop professionally through formal and informal learning experiences,
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it is expected that the performative aspect of TIC will continue to drift from the ostensive.
At this point, it is unclear whether the organization will adjust the ostensive in response

to variation in the performative in an effort to recreate TIC to reflect the given

circumstances of the organization.
Focusing on individual staff wellness masks broader systemic

unresponsiveness to supporting TIC at the federal, state, and local levels. There are
inherent risks in working for an organization dedicated to treating and educating troubled
children. First and foremost, the needs of students will be prioritized over the needs of

staff. For the select organization, students display frequent and intense behavioral

difficulties that impact staff’s well-being. In addition to the challenges related to the
students’ behavioral manifestation of adverse experiences, there is often not enough
resources for staff to combat the stress of the work. When staff are unable to successfully

cope with their work responsibilities, they drift from TIC. As shown in the literature on
exclusionary practices in schools, highly publicized violent events lead to an overuse of
punitive measures (Boccanfuso & Kuhfeld, 2011). When staff feel vulnerable to being
hurt whether from an acute event or cumulative effects of the work, they seem to move

away from TIC practices and utilize more traditional behavior management techniques.
In this manner, the ostensive practice of TIC is compromised by threats to staff wellness.

Within the organization and in the broader educational system, these conditions can erode

staff interpretation of student non-conforming behavior and increase the likelihood they

would see TIC as “an excuse” for such behavior. This erosion has the potential for
competing explanations that diminish the capacity to understand non-conforming

behavior as an emotional reaction or a manifestation of past adverse experiences.
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Due to insufficient funding for programs that serve individuals who have

experienced trauma, staff’s job responsibilities often become unreasonable. Interviews
with therapists working with clients who have experienced trauma found that the major

source of cumulative stress originated in systems outside of the therapeutic work
(Hernandez-Wolfe et al., 2014). This includes administrative tasks, paperwork,

competitiveness for resources, and external demands for structure. These stressors
contribute to the breakdown of staff over time. At the select organization, students who

have experienced trauma require specialized care that is often resource intensive. For
example, some students would benefit from one to one work with a trained professional
but due to limited resources the student’s individual needs are not fully met. Staff

manage this reality by including the student with intense needs into a group. This not
only creates disruption with other group members, but also fails to meet this individual’s

needs. Although there is greater awareness of issues like vicarious trauma, addressing
the causes of staff toxic stress and traumatization is often minimal due to limited

resources.

There seems to be a lack of recognition by society in general to the requirements
needed to respond to individuals who have experienced trauma. For the staff willing to

engage in the difficult work of TIC there is often insufficient support at the federal, state,

and local levels. The staff are not only asked to accept modest wages for working in a

challenging environment, but are also expected to develop effective self-care techniques
to continue to perform at acceptable levels. There seems to be a societal failure to
recognize what it takes to address trauma in children. The ostensive dimension of self

care is clearly defined, but the conditions do not allow for the practice to be performed.
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Staff are faced with an unfair workload as they are charged with responding to

individuals who have experienced trauma without broader recognition that multiple levels

of system-related conditions caused or contributed to the trauma. This analytical absence
of attention to systemic conditions puts the onus of care on the individual staff member.
In addition to absence of resources and a shallow societal understanding of the

systemic conditions of trauma, there are also issues such as institutional and systemic

racism that are not adequately considered. The nested nature in which these factors are

embedded constrains the extent to which TIC can be carried out effectively by an
individual staff member is greatly hindered.
The color blindness of TIC results in the replication of control and

exclusionary practices. TIC is best understood when it’s an acute, identifiable trauma
such as substantiated physical or sexual abuse or stories of Dickensian level poverty and

neglect. There are widely known narratives for individuals overcoming these hardships

and achieving success in life. The staff within the organization enthusiastically help

students in these situations, because there is a path to success. When a student’s

difficulties are related to historical traumas or intractable systemic issues, such as racism,
there isn’t a clear response from TIC so staff rely on their own beliefs and experiences to

guide them.

For example, when asked, staff acknowledge that race is relevant to the treatment
and educational approach within the organization. Because it’s always present, a nation’s

collective problem, and no clear fixes, most people do not reference race or racism and
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operate from a kind of colorblind stance. The ostensive dimensions of TIC are silent on

race-related issues.
When TIC inadequately addresses race, it becomes the staff’s responsibility to
determine what is best for their students who have experienced trauma. For some staff,

this means using personal experiences to teach students. During the focus group, a race

conscious staff person relayed a story in which she determined that the most prudent

response for one of her students is to abandon TIC interventions when outside of the

protected confines of the day treatment center. In preparing her adolescent students for
future interactions with police, Focus Group Participant 3 exhorts, “they [the police]
don’t care about your safety plan.” This stance on the part of the participant underscores

the broader structures of racial inequality impacting students and contributing to the

accumulation of traumatic experiences.
In the narrative of this focus group participant, there is a level of race
consciousness demonstrated as necessary for the students in their encounter with broader

systems of authority, such as law enforcement. This participant spoke of directing

students to comply with police regardless of whether their interventions are just. It came
from a place of love for the students and fear that the police could potentially hurt them if

the students were assertive with their thoughts and open with their feelings. This would

seem like an opportune time to connect students’ experiences with police with a social

justice issue. The National Child Traumatic Stress Network has created a guide to assist
educators with addressing race and trauma in the classroom. This resource notes creating

a psychologically safe environment that acknowledges the role of systemic racism has the
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potential to increase a student’s resilience (National Child Traumatic Stress Network,

Justice Consortium, Schools Committee, and Culture Consortium, 2017). The creation of
this resource guide is a positive step toward recognizing structural racism and offering

recommendations. As race and trauma are not currently a central component of TIC,
professionals will continue to have a separate set of interventions for individuals most

affected by racism within broader systems and institutions.

As the TIC movement struggles to adequately address historical trauma in a
meaningful way within the organization, this lack of attention to systemic racism may be
replicating harm to students. The racial demographics of students attending day

treatment centers (56.58% Black or African American, 34.77% White, 5.97% Hispanic,
1.02% Asian) suggest that a race-conscious response is needed. In a study of a school

and university collaborative working to establish a culturally responsive trauma-informed
approach, the research revealed that the staff maintain a seemingly colorblind ideology

(Blitz, Anderson, & Saastamoinen ,2016). Blitz et al. found through interviews with

school personnel that there was an awareness of trauma in the lives of their students, but
there was an absence of discussion about race. The teachers did not reflect on how race

and class differences between staff and students impacted teaching practices. Similar to
this research study, having a conversation about trauma and not realizing how race is

connected to the source of the trauma seems to be the challenge within the select
organization. It is not enough to talk about trauma globally, because without clearly

identifying the root cause the response will be inadequate and potentially harmful.
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As Ginright (2018) observed following an incident of resistance from a member
of his healing group, “the term ‘trauma informed care’ didn’t encompass the totality of
his experience and focused only on his harm, injury and trauma”. Ginright’s response to
an approach that only focuses on certain aspects of an individual’s experiences was to

move away from TIC. However, there is much more to address in the broader structural
context. A reluctance to speak about racial inequality, particularly at a systemic level,

makes the response to trauma disingenuous.

The omission of racial inequality at the individual and structural levels of student
experiences leads to an important question coming from this third core theme: How do

you create a system of care that helps individuals heal from trauma when the very

institutions that we work within are the historical and ongoing sources of the trauma?
Racism is deeply engrained in American institutions, particularly ones in which the

organization in this study finds itself enmeshed. More generally, education and mental

health institutions carry on legacies of racism through disproportionality with
suspensions, monetization of standardized testing, and over-pathologizing of black and
brown children’s adaptive response to external threats. With all of the focus on learning

and understanding students’ experiences, there is not enough investment of energy on the
root causes of students’ adversity. This omission eventually leads to the conclusion that

TIC isn’t effective with all students.
In summary, the synthesis of the study findings yields three key points related to

staff experience of TIC, which include the following: (1) the variation between ostensive

and performative dimensions of TIC provides insights into the contextual richness and
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heterogeneity of the performative dimensions of TIC; (2) the focus on individual staff

wellness masks broader systemic unresponsiveness to supporting TIC at the federal, state,
and local levels; and (3) the color blindness of TIC results in the replication of control
and exclusionary practices. In the next section I offer recommendations for policy and

practice in responding to the study findings and implications.
Recommendations

To achieve a shared understanding of TIC in practice, ongoing opportunities
for training and coaching need to be accessible to staff. Study findings showed that

terminology associated with TIC is easily forgotten, precluding the construction of a
fuller understanding of one’s application of its principles. A few poignant parts of the
Sanctuary Model were recalled like adjusting to a more curious approach of “what

happened” compared to a more judgmental “what’s wrong.” Unfortunately, few
participants referred to Sanctuary’s seven commitments or to the tools that were integral

parts of the certification process. Trauma work is inherently stressful, which often
doesn’t allow for the mental bandwidth needed for staff to recall complex strategies.

Intentional support through training and coaching will provide opportunities for staff to
develop working definitions for TIC practices.

Considering the need for an individualized approach when providing TIC and the
infinite number of possibilities for treatment plans, staff would benefit from a process for

identifying TIC interventions and defining principles of a TIC practice. Determining

why an intervention is trauma sensitive is necessary to evaluate effectiveness.
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The individuals who are charged with translating TIC theory into practice

must be given voice. Due to the broader systemic conditions that fail to support TIC
implementation and the limited resources, staff will need to continuously adapt. As TIC

moves to the scale of large organizations and school districts, a communication feedback
loop must be established with staff so adjustments can be grounded in the work. The

origins of TIC were adult psychiatric units, albeit challenging work; however, the scope

of the practice was miniscule compared to the number of people involved with schools
and social services agencies. The people engaged with TIC working at the ground level

provide invaluable insight into the interplay of such variables as context, experience of

staff, age of student, and nature of the work. Increasing avenues for staff to reflect on
and further articulate their experiencing applying TIC builds the institutional knowledge
base.
Race consciousness needs to move to a central component of TIC. As TIC is

further developed, the issue of historical trauma needs to move from an afterthought to a
central component. This is consistent with Bowen and Murshid (2016) recommendations
that TIC should be a social policy that addresses disparities as close to the roots as
possible. This attention to upstream issues at a minimum forces an acknowledgement

that past social policies have had unintended consequences that are still at play today.

For example, the war against drugs was ostensibly an effort to make communities safer,
but resulted in mass incarceration of black males leaving a generation of children without

fathers. Empowering students through the introduction of terms, such as equity, bias, and

institutional racism, and encouraging them to engage with social justice movements can
support wellness and decrease feelings of helplessness (National Child Traumatic Stress
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Network, Justice Consortium, Schools Committee, and Culture Consortium, 2017). The

TIC movement needs to consider both broader structural factors and more grounded
individual experiences as it creates increasingly more specific programs and
interventions.

Future Study
The research study opens up future opportunities of study in two primary areas:
the role of race in the practice of TIC and the relationship between TIC beliefs and staff
behaviors. Exploration into these two areas is relevant to organizations, particularly

schools, interested in implementing and sustaining TIC.

Future research would benefit from examining the role race plays in the practice
of TIC. This would allow for an investigation into how race impacts staff’s willingness
to use a TIC practice in various contexts. The current research underscored how staff
struggle with consistently applying TIC practices to African American adolescent males,
but further study is needed. If staff experience fear due to racial biases, then they may be

more likely to move into a self-preservation mode and less likely to utilize TIC practices.

It is essential to study the relationship between race and TIC practices as this is likely one

of the barriers to successful implementation.
The second area of future research involves studying the degree to which staff

behaviors match their reported TIC beliefs. Just as the ARTIC scale measured how
favorable staff’s attitudes are to TIC, observations of staff behaviors can also be coded on

a TIC continuum. Investigating the potential relationship between reported attitudes and
observed behaviors could provide valuable information to the field. As the conditions
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within which staff work also were influential in staff narratives, a future study identifying
conditions that increase the use TIC practices by staff is warranted.
Conclusions

Trauma-informed care (TIC) is an organizational structure and treatment

framework that is based on realizing the pervasiveness of trauma, recognizing signs of
trauma, and integrating knowledge about trauma into policies, procedures, and practices.

TIC is not a singular therapeutic approach or intervention, but instead a set of principles
designed to guide interactions with individuals who have experienced trauma. An
examination of an nonprofit organization that has used TIC for nearly a decade offers an

opportunity to gain insight about the implementation and sustaining process.
Findings suggest that the endorsement of TIC is not an event, but instead a

process that occurs over time as staff work to align their thoughts and behaviors with TIC

principles. The conceptualization of TIC develops as internal cognitive processing and
ongoing interactions with other people and the environment are repeatedly cross

referenced to form crystallized beliefs. This perspective respects the unique personality
traits that one possesses and the importance of past and present experiences at the

individual and systemic level with the external world that work inextricably together to
shape one’s worldview. Qualitative data from staff suggest a rich and varied experience

with TIC practices and point to the ways in which staff are and are not working through

their application of TIC in their day-to-day interaction with children and youth.
For an organization with nearly a decade long implementation of TIC, there are
risks of top-down policy implementation in that failing to engage staff at the level of their
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experience can inadvertently choke the transmission of positive organizational cultural
values. It seems best to honestly and openly assess the needs of an organization, both the

individual actors and the collective whole, mindful of the broader systemic context. If
disconnected from the reality of the work, however, initiatives that carry with them a set

of beliefs and accompanying practices face a bulwark of resistance. Beyond florid
descriptions of systemically moving someone from the depths of a tragedy to a healed
state that is tacitly promised with TIC is the moment to moment, day to day struggle of
one seemingly healthy individual caring for a hurt individual. When a top-down
approach like TIC doesn’t align with the needs of an individual staff and does not take

into account broader systemic contexts, the TIC practices and principles are at best

ignored and at worst a seed of cynicism is sowed.

Changing one’s beliefs and behaviors is not only difficult but takes time. Formal
training on TIC can provide a new mental framework for sorting and labeling future
experiences, but until one is confronted with the details of a situation it is unclear how

one will act. The actions of colleagues, the organizational climate, and the perceived

identity of the person in need are just some of the factors that a staff member may
consider in the brief time between analyzing the situation and a behavioral response. One

of the teachings of the Sanctuary Model is all change is loss. When people are stressed
and using significant energy to manage uncomfortable feelings, it is unlikely that they

would invite more change as they are challenged to maintain homeostasis. They are
clinging to anything that is predictable and within their control. It will require a

comprehensive and dynamic approach for TIC to successfully lead to large scale change
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in an organization as consideration must be given to individual, organizational, and
systemic factors.

As researchers continue the march toward an increasingly more exhaustive list of
potentially traumatizing events and situations, the needs of the individual in a given place
and time become lost. TIC has the potential to slowly pull people toward a deficit-based
approach as identifying problems are the easiest step of the process. It is likely Shawn

Ginwright is steadying the TIC ship and slowly making the turn toward wellness with his
healing centered engagement approach. Perhaps the legacy of the TIC movement is
raising awareness about the impact of adverse experiences, while Ginwright and others
respond to this knowledge by building a coalition that encourages change in policies to

address the primary root causes of trauma. Just as trauma can be a collective experience,
the movement can become a shared response to injustice, with empowered students and

energized staff together moving forward with purpose.
This research provides valuable information about staff’s experience with putting

TIC theory into practice. A deeper understanding of staff’s attitudes, beliefs, and
experiences related to TIC at an accredited TIC organization has the potential to guide

organizations with the implementation process. The study elucidates many of the

benefits of TIC, while also identifying some challenges that require attention. This study
contributes to the literature as it amplifies the voices of staff at an organization serving

children and youth whose needs have not been met in nearby school districts. The
research adds to the literature through the use of a mixed method approach that may
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assist like organizations to further the study of TIC and the impact on individuals that
this evolving set of practices is intended to help.
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APPENDIX A

Attitudes Related to Trauma Informed Care Scale

Version: ARTIC-45 Education
Attitudes Related to Trauma-Informed Care Scale

ARTIC

VERSION: ARTIC-45 EDUCATION

INSTITUTE

People who work in education, health care, human services, and related fields have
a wide variety of beliefs about their students, their jobs, and themselves. The term
“student" is interchangeable with “client,” “person,” “resident,” “patient," or other
terms to describe the person being served in a particular setting.
Trauma-informed care is an approach to engaging people with trauma histories in

education, human services, and related fields that recognizes and acknowledges the
impact of trauma on their lives.

Sample

Traumatic Stress

© INSTRUCTIONS

For each item, select the
circle along the dimension
between the two options that
best represents your personal
belief during the past two
months at your job.

234567
Ice cream is delicious

O • O O O O O

Ice cream is disgusting.

Note: In this SAMPLE ITEM, the respondent is reporting that he/she believes that ice cream is much more delicious than disgusting.

I believe that...

1

Students’ learning and behavior problems are
rooted in their behavioral or mental health
condition.

OOOOOOO

Students’ learning and behavior problems are
rooted in their history of difficult life events.

2

Focusing on developing healthy, healing
relationships is the best approach when working
with people with trauma histories.

O O O O

Rules and consequences are the best approach
when working with people with trauma histories.

3

Being very upset is normal for many of the students
I serve

OOOOOOO

It reflects badly on me if my students are very upset.

4

I don’t have what it takes to help my students.

O O O O O O O

I have what it takes to help my students.

5

Its best not to tell others if I have strong feelings
..
.
about the work because they will think I am not cut
out for this job.

OOOOOOO

The students were raised this way, so there’s not
much I can do about it now.

O O O O O O O

The students were raised this way, so they don’t yet
know how to do what I’m asking them to do.

Students need to experience real life consequences
in order to function in the real world.

OOOOOOO

Students need to experience healing relationships in
order to function in the real world.

If students say or do disrespectful things to me, it
makes me look like a fool in front of others.

OOOOOOO

If students say or do disrespectful things to me, it
doesn’t reflect badly on me.

9

I have the skills to help my students.

OOOOOOO

I do not have the skills to help my students.

10

The best way to deal with feeling burnt out at work
is to seek support.

OOOOOOO

The best way to deal with feeling burnt out at work
is not to dwell on it and it will pass.

6

11

Many students just don’t want to change or learn.

O

O O O O O O O

.
.
Its best if I talk with others about my strong feelings
aboutthe work so I don t have to hold it alone,

All students want to change or learn.

CONTINUED -»
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ARTIC Attitudes Related to Trauma-Informed Care Scale
ARTIC VERSION: ARTIC-45 EDUCATION

Traumatic Stress
INSTITUTE

I believe that...
Students often are notyet able or ready to take
12 responsibility for their actions. They need to be
treated flexibly and as individuals.

Students need to be held accountable fortheir
actions

I realize that students may not be able to apologize
to me after they act out.

14 Each day is uniquely stressful in this job.

Ifstudents don’t apologize to me after they act out, I
look like a fool in front of others.
O

OO O O O O Each day is new and interesting in this job.

The fact that I’m impacted by my work means that I
care.

Sometimes I think I’m too sensitive to do this kind of

work

Students have had to learn how to trick or mislead
others to get their needs met.

Students are manipulative so you need to always
questions what they say.

Administering punitive consequences is the best
way to eliminate undesirable behaviors.

17 Helping a student feel safe and cared about is the
bestwaytoeliminateundesirablebehaviors.
18 When I make mistakes with students, it is best to
move on and pretend it didn’t happen.

When I make mistakes with students, it is best to
own up to my mistakes.

The ups and downs are part of the work so I don’t
take it personally.

think I’m notfitforthisjob.

The most effective helpers find ways to toughen up 20 to screen out the pain-and not care so much about
the work.

O O O O O O O

21 Students could act better if they really wanted to.

O O O O O O O

The unpredictability and intensity of work makes me

The most effective helpers allow themselves to be
affected by the work-to feel and manage the pain and to keep caring about the work.

Students are doing the best they can with the skills
they have.

22 It’s best to treat students with respect and kindness
from the start so they know I care.

It’s best to be very strict at first so students learn
they can’t take advantage of me.

23 Healthy relationships with students are the way to
good student outcomes.

People will think I have poor boundaries if I build
relationships with my students.

24 I feel able to do my best each day to help my
students.
Itis because I am good at myjobthatthe work is
affecting me so much.
Students do the right thing one day but not the next.
26 This shows that they are doing the best they can at
any particular time.

O O O O O O O

If I were better at my job, the work wouldn’t affect

me so much.

Students do the right thing one day but not the next.
O O O O O O O This shows that they could control their behavior if
they really wanted to.

27 When managing a crisis, enforcement of rules is the
most important thing.
28 If I don’t control students’ behavior, bad thingswill
happen to property.

I’m just not upto helping my students anymore.

U

O O O O O O O

29 I dread going to my job because it’s just too hard
and intense.

When managing a crisis, flexibility is the most
important thing.

As long as everyone is safe, it is ok for students
to become really upset, even if they cause some
property damage.
Even when my job is hard and intense, I know it's
part of the work and it’s ok.
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ARTIC

ARTIC

Traumatic Stress

Attitudes Related to Trauma-Informed Care Scale
VERSION: ARTIC-45 EDUCATION

INSTITUTE

I believe that...
How I am doing personally is unrelated to whether I
can help my students.

I have to take care of myself personally in order to
take care of my students.

31 If things aren’t going well, it is because the students
are not doing what they need to do.

If things aren’t going well, it is because Ineed to shift
what |'m doing.

32 I am most effective as a helper when I focus on a
student’s strengths.

I am most effective as a helper when I focus on a
student’s problem behaviors.

22 Being upset doesn’t mean that students will hurt
others.

If I don’t control students’behavior, other students
willgethurt.

If I told my colleagues how hard my job is, they
would support me.

If I told my colleagues how hard my job is, they
would think I wasn’tcutoutforthejob.

When I feel myself "taking my work home," it's
35 best to bring it up with my colleagues and/or
superviso r(s).

When I feel myself "taking my work home," it's best
to keep it to myself.

® Note: Some of the following items pertain to people working at organizations that have ALREADY implemented trauma-informed care to some
degree. Ifyou do NOT work at such an organization, use the “N/A” option for any items that are not applicable to you.

I believe that...
36

Students react positively to the trauma-informed
care approach.

O ooo ooo o

Students react negatively to the trauma-informed
care approach.

37

I do not have enough support to implement
trauma-informed care.

Ooo o oo o o

I have enough support to implement traumainformed care.

38

The trauma-informed care approach takes too
much time.

O oo ooo o o

The trauma-informed care approach saves time in
the long run.

39

When I feel like I can’t handle this alone, I can go
to my colleagues and/orsupervisor(s) for help.

O o oooo o o

There is not much support from my colleagues
and/or supervisor(s) for my work.

40 The trauma-informed care approach is effective.

O ooo oo o o

The trauma-informed care approach is not
effective.

41

I have the support I need to work in a traumainformed way.

oooo ooo o

The program talks about trauma-informed care,
but it is really business as usual.

42

I am able to carry out all my responsibilities with
respect to the trauma-informed care approach.

o oo o ooo o

I am not able to carry out all my responsibilities
with respect to the trauma-informed care
approach.

43

There is not much support from the
administration for my work.

o oo o oo o o

There is clear indication that the administration
supports my work.

44

I cannot manage all that the trauma-informed
care approach requires.

o o ooo o o o

I can manage all that the trauma-informed care
approach requires.

45

Everyone is committed to working in a traumainformed way long term.

o o ooo o o o

This emphasis on working in a trauma-informed
way is just a passing phase.

Thank you for your participation.
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APPENDIX B

Staff Interview Questions Protocol

1. What attracted you to this type of work?

2. Tell me about a typical day at work.

3. What does TIC mean in your daily work?

4. When have you struggled with using TIC?

5. Can you give me an example that TIC guided you?

6. Tell me a time when you witnessed TIC in action.
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APPENDIX C

Focus Group Questions Protocol

Title of Study: Implementing and Sustaining Trauma-Informed Care: An Exploration of

Staff’s Attitudes, Beliefs, and Experiences
Thank you for agreeing to participate in this study! The general purpose of the research
is to study an organization’s experience with trauma-informed care (TIC). As part of the

study, I’m interested in exploring staff’s attitudes and experiences with TIC.
Phase one of the study involved completing a scale that measured attitudes related to

TIC. Phase two of the study involved interviewing staff members to gain insight into

their beliefs and experiences with TIC.
Following completion of the staff interviews and preliminary data analysis, I invited

individuals who participated in phase two of the study to this focus group.

The goal of this focus group will be to share the preliminary findings of phase two of the
study and gather feedback from the participants to ensure that findings adequately reflect
your views.
The primary objective of phase two of the study was to obtain staff’s perspectives about

TIC that are shaped from both professional and personal life experiences.
Through interviews with staff, the study sought to understand how staff construct

knowledge about TIC.
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To maintain confidentiality with data that will be shared during the focus group,

participant names and identifying information are not associated with any findings from
the research.

Please be advised that I will take precautions to maintain confidentiality of the data (such
as facilitating the focus group in a private space and not attaching names to comments),

the nature of focus groups prevents me from guaranteeing confidentiality. I would like to

remind participants to respect the privacy of your fellow participants and not repeat what
is said in the focus group to others.
Based on the interview data and preliminary analysis, here are some of the themes from

phase two of the study:
1. There is no universal, textbook definition for trauma informed care. Instead, TIC

in daily work is defined by professional and personal experiences. Staff describe TIC as

a tool, a philosophical approach, a curriculum, or an intervention.
2. TIC has encouraged staff to be more curious about students and the underlying

causes of their behaviors. Staff think about questions like what is this child’s story,

what is their home life like, and what happened to you?
3. TIC is easier to apply to students who are young, developmentally delayed, or

present with classic PTSD symptoms related to an acute trauma.
4. TIC is consistently witnessed when students are in crisis. TIC training has

encouraged a more therapeutic, less judgmental response to students in crisis.

179

5. It is difficult to consistently apply TIC concepts and practices to individuals who

present with conduct issues, even when they have a known trauma history. It was
reported that application of TIC to these individuals can make schools unsafe.

What is your reaction to these findings?

Is this similar or different from your views? Explain.

Is there something missing from these preliminary results that you would like to share?

Final Questions

Was there anything that changed your beliefs about trauma or trauma informed care? An
experience? A training?

What role does race play in staff’s beliefs about TIC or their use of TIC interventions?
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APPENDIX D

In Vivo Codes, First Order Categories, and Second Order Themes

In Vivo Themes
Understand Our
Kids’ Worlds

Categories
Experiences

Empathy
Understanding

Slowing Your
Judgement
Down

Less reactive
Non-judgmental
Curious

I Adjusted
Because She
Needed This

In Vivo Codes
Know people’s stories
What their lives have been like
Understand our kids’ worlds
Everything they bring to us comes from a life
experience
What’s happened to you
More aware of the kids
Most of our kids have something
Honor the experiences of trauma
Understand the baggage that each kid carries
Try to understand where she is comingfrom
What’s driving the behavior
It’s not their fault
Investigating why ...they maybe are responding that
way
They are not hearing reasoning
TIC really taught me to stop and think
Link behaviors back to sources of adversity
Just slowing your judgment down
They don’t know how to tell me
They are not bad kids, they just had bad things happen
to them
I see people staying curious

Meet the kid where they are
Appreciating the brain development
Flexible/individualized Kids can’t learn unless they are ready to learn
Until we met that need (pause) everything else is a
really done deal
Neuro-developmental
She needs the skills, but she also needs to feel safe
approach
I adjusted because she needed this
It’s not giving kids what they want, it’s being able to
meet their needs
There is not scheduled time for it.it is as needed
Willingness and understanding of meeting them where
they are
Punishment is not a meaningful approach
Need-based
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Kids Will Seek
Him Out

Relationship
Attunement
Peer learning

But What About
the Staff

Student focused

Work conditions

Vicarious trauma

Ifyou can’t build a relationship...
they aren’t interested
in what you tell them
Know what it means to be cared about
You can hit me every day, but I’m still going to believe
in you
Being able to calm and co-regulate the kid
She is always just there emotionally
It’s like a security blanket
I learned so much from his calmness
Because a lot of these kids need that..
.the relationship
to be able to do that
He isn’t supervising, he is participating with them
Kids will seek him out

You got to take care ofyourself as well
Staffgets traumatized sometimes by the kids
Your dealing with adverse situations everyday
Nobody is exempt from same kind of trauma in their

life

There is such a focus on the students but what about
the staff
How am I going to take care of myself
I don’tfeel like anybody cares about the adults’ trauma
Kids are creating an unsafe situation for adults
They trigger for us the stress response
It’s not workingfor the staff
The struggle with TIC is when you are traumatized
You Can’t Make
Them Believe It

Staff resistance
Top-down decision

Impact of workplace
culture

I have never really been a bigfan of Sanctuary.
We are successful because we are old school with it
You can tell people what to believe but you can’t make
them believe it
I connected most with the Sanctuary stuff. Everyone
was like, “Eh, we hated it”.
A lot ofpeople get ticked off about Sanctuary
Biggest struggle that I’ve had has been with people
who don’t believe it
People internalize things differently
They say things like, “you know not everybody is
Sanctuary”, you know, and they mean [Center 1]
People think that TIC s that we just let everything that
we knew before go
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I don't feel like I completely have a real understanding

I Don’t Really
Know What
Trauma
Informed Care
Looks Like

Lack of universal
definition

Limits of formal
training
Presence of two
philosophical
approaches

That’s the Work
We Have to Do
and I Don’t
Know How To
Do It

Limits of TIC:
individual,
community/family,
systemic
Racial inequality

We weren’t exploring the RE-Edas much
The emphasis on the Sanctuary stuffmaybe like
decreased
I don’t think people call redflag meeting anymore
Staff here they don’t have an appreciation for the role
that race plays
I know about 3% of what I need to know to really be
effective
I don’t really know what TIC looks like
You can’t get back to academics, because you have to
focus on the mental health
Sanctuary (pause) I think it’s hard to...is very hard to
apply to such a wide range of ages (pause) in this
setting
You say they ’re traumatized they...they put up a guard
[organization] has a fundamental
problem...differentiating between criminal and
mentally ill
There were just kids we can’t serve
When I’ve tried to teach any kind of skills, they are not
open to it

Staff need to become more race conscious
Harder...
to approach with TIC when students having a
lot of conduct
There’s got to be more accountability
Let them do whatever the hell they want
Slow to physically intervene based off of TIC
It becomes an excuse
Parents used to be more involved
Where they experience trauma is often where we are
sending them home to
Need to teach you the skill to protect you and keep you
safe
No one outside of this building understands that you
have a mental illness
They want something they can connect to and relate to
People are focusing on what is more comfortable to
talk about
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APPENDIX E
Informed Consent for Phase 1
state.

Cleveland State University
College of Education and Human Services
Department ofCurriculum and Foundations

Informed Consent

My name is Aaron Muttillo and I am doctoral student at Cleveland State University (CSU). I’m

working on my dissertation, which is designed to study an organization’s experience with trauma-

informed care (TIC). As part of the study, I’m interested in exploring staff’s attitudes and
experiences with TIC. I am conducting this study with Dr. Anne Galletta as the primary
investigator. Dr. Galletta is a professor in the Department of Curriculum and Foundations at
CSU.
This form details the purpose of this study, a description of the involvement required and your

rights as a participant.

Purpose of Study. The purpose is to study an organization’s experience with TIC.
Participation. Your participation in this study involves completing a scale that measures
attitudes related to TIC. It will take about 15 minutes to complete the scale. You are not
obligated to participate in this study and can stop at any time. There are no
consequences associated with your decision to not participate, discontinue
participation, or skip any questions.
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Confidentiality. No names are recorded or attached to scale or data, and the results will
not indicate any names.

Potential Risks. There are no known risks beyond daily living associated with
participating in this study.
Benefits. The results of the scale will provide important information about staff’s
attitudes about TIC.

Study Results. Study results will be shared in reports with PEP staff and administrators.
Results will not include names or information that would reveal the identity of the
participants.

For Further Information. If you have any questions about the scale, you can contact
me at 216-361-4400, extension 107 or Dr. Anne Galletta at 216-687-4581.
Please read and sign one of the copies of this consent form and keep the other one for your
records.

Thank you for your valuable contribution to this research and for your cooperation and support.

Signing below indicates you are 18 years or older and that you agree to participate.
I am 18 years or older and have read and understood this consent form and agree to participate.
I agree to participate in the study. I understand that if I have any questions about my

rights as a research participant I can contact the Cleveland State University Institutional
Review Board at 216-687-3630.

(Please print)

Staff Name:

Staff Signature: _________________________________Date: _______________
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APPENDIX F
Informed Consent for Interview

College of Education
& Human Services
DEPARTMENT OF CURRICULUM & FOUNDATIONS

Informed Consent for Interview

My name is Aaron Muttillo and I am doctoral student at Cleveland State University (CSU). I’m
working on my dissertation, which is designed to study an organization’s experience with traumainformed care (TIC). As part of the study, I’m interested in exploring staff’s attitudes and experiences
with TIC.
I am conducting this study with Dr. Anne Galletta as the primary investigator. Dr. Galletta is a
professor in the Department of Curriculum and Foundations at CSU.

Phase two of the research study involves interviewing staff members to gain insight into their beliefs
and experiences with trauma-informed care (TIC).
This form details the purpose of this study, a description of the involvement required and your rights as
a participant.
Purpose of Study. The purpose is to study an organization’s experience with TIC.
Participation. Your participation in the study will involve an interview that will last about 30 minutes.

You are not required to answer the questions. At any time, you may stop the interview and your
participation in the study. There are no consequences associated with your decision to not
participate, discontinue participation, or skip any questions.

Confidentiality. The interview will be tape recorded; however, your name will not be recorded on the

tape. Your name and identifying information will not be associated with any part of the written report
of the research. All of your information and interview responses will be kept confidential.
Potential Risks. One risk of participating in this study is confidentiality. To address this, research

reports will not include details that identify you. Reports will use pseudonyms for the participants.
Reports will also not name the schools and the organization. Also, consent forms will be stored in
a locked cabinet in Dr. Galletta’s office. Interview transcripts and the digital audio recording files will
be kept on a password protected USB in Dr. Galletta’s office. Interview transcripts and digital audio
recording files will also be kept on my password protected computer. This storage will take place for
a minimum of three years. There is also the risk that you may be troubled in some talking about trauma
and trauma informed care. Should this take place, I have attached several sources of counseling
support for your use. Otherwise, there are no risks beyond those of everyday living.
Benefits. The results of the study will provide important information about TIC.
Study Results. Study results will be shared in reports with PEP staff and administrators. Results will

not include names or information that would reveal the identity of the participants. Transcripts will be
returned to participants to ensure that they are comfortable with how they have answered the research
questions.
COLLEGE OF EDUCATION & HUMAN SERVICES
Department of Curriculum & Foundations
2121 Euclid Avenue, JH 376
Cleveland, Ohio 44115-2214
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Campus Location
Julka Hall, Room 376
2485 Euclid Avenue
Cleveland, Ohio 44115

T
F
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216.687.4577
216.687.5370
csuohio.edu/cehs/c_f/

For Further Information. If you have any questions about the study, you can contact me at 216-361
4400, extension 107 or Dr. Anne Galletta at 216-687-4581.

Please read and sign one of the copies of this consent form and keep the other one for your records.
Thank you for your valuable contribution to this research and for your cooperation and support.
Signing below indicates you are 18 years or older and that you agree to participate.
I am 18 years or older and have read and understood this consent form and agree to participate.

I agree to participate in the interview. I understand that if I have any questions about my rights
as a research participant I can contact the Cleveland State University Institutional Review Board
at 216-687-3630.

Staff Name:

(Please print)

Staff Signature:Date:
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APPENDIX G
Informed Consent for Focus Group

StATe

1964

College of Education
& Human Services
DEPARTMENT OF CURRICULUM & FOUNDATIONS

Informed Consent for Focus Group
My name is Aaron Muttillo and I am doctoral student at Cleveland State University (CSU). I'm
working on my dissertation, which is designed to study an organization’s experience with traumainformed care (TIC). As part of the study. I’m interested in exploring staffs attitudes and experiences
with TIC.

I am conducting this study with Dr. Anne Galletta as the primary investigator. Dr. Galletta is a
professor in the Department of Curriculum and Foundations at CSU.
Phase two of the research study involves interviewing staff members to gain insight into their beliefs
and experiences with trauma-informed care (TIC).

This form details the purpose of this study, a description of the involvement required and your rights as
a participant.

Purpose of Study. The purpose is to study an organization’s experience with TIC.

Participation. Your participation in the study will involve a focus group that will last one hour. You
are not required to answer the questions provided in the focus group. At any time, you may leave the
focus group and end your participation in the study. There are no consequences associated with your

decision to not participate, discontinue participation, or skip any questions.
Confidentiality. The focus group will be tape recorded; however, your name will not be recorded on
the tape. Your name and identifying information will not be associated with any part of the written
report of the research. All of your information and interview responses will be kept confidential. All
participants will be asked to not share outside the focus group what has been talked about within the
focus group.

Potential Risks.

There is a risk that what is said in the focus group may not be kept confidential by
those attending the focus group. To address this, all participants will be asked to keep confidential
what has been shared. Another risk is that the topic may cause some stress for you. Otherwise, there
are no known risks beyond daily living associated with participating in this study.

Benefits. The results of the study will provide important information about TIC.
Study Results. Study results will be shared in reports with PEP staff and administrators.

Results
won’t include names or information that would reveal the identity of the participants. Transcripts will
be returned to participants. This is to make sure you are comfortable with how you answered the
questions.

COLLEGE OF EDUCATION & HUMAN SERVICES
Department of Curriculum & Foundations
2121 Euclid Avenue, JH 376
Cleveland, Ohio 44115-2214

Campus Location
Julka Hall. Room 376
2485 Euclid Avenue
Cleveland. Ohio 44115
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216.687.4577
216.687.5370
csuohio.edu/cehs/c_f/

For Further Information. If you have any questions about the study, you can contact me at 216-361
4400, extension 107. You could also call Dr. Anne Galletta at 216-687-4581.

Please read and sign one of the copies of this consent form and keep the other one for your records.
Thank you for your valuable contribution to this research. Thank you for your cooperation and
support. Signing below indicates you are 18 years or older and that you agree to participate.
I am 18 years or older and have read and understood this consent form and agree to participate.
I agree to participate in the focus group. I understand that if I have any questions about my
rights as a research participant I can contact the Cleveland State University Institutional Review
Board at 216-687-3630.

(Please print)

Staff Name:

Staff Signature: Date:
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